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Editorial 


GUILLEBAUD AND US 


SupPORTERS of the idea of a national health service may feel 
uneasy that our N.H.S. has got away so comfortably from its recent 
ordeal by Guillebaud. Most of the arguments pro and con have 
been put in the balance and the perfect compromise—the status 
quo—arrived at. 

It is with some gratification that one comes on the “ reserva 
tion” of Sir John Maude which will, like the famous Poor Law 
Commission Minority Report of the Webbs at the beginning of 
this century, prevent certain vital issues being buried in com 
placency. 

Those who contend that savings could be brought about by more 
expenditure on preventive services are considered to have ove 
stated their case. ‘This traditional argument is always impossible 
to refute, because we are not prophets. Who can say what would 
have happened if something or nothing had been done ? But the 
recent history of diphtheria immunisation should make one wary 
of such chidings. Diphtheria immunisation was well authenti 
cated in the early 1920's but was not energetically prosecuted until 
the 1940's. Here were twenty years of “failed prevention” which 
cost thousands of lives and millions of pounds, not to mention the 
tears. Preventive medicine and the idea of health promotion are 
bound to be acts of faith, because they are not designed to meet 
an explicit and clamant need such as pain or dysfunction. They 
propose to the community a higher standard of life of which the 
community has hitherto been unaware of the possibility They 
require a quality of imagination both in research and administra 
tion of which few are capable and from which few derive the satis 
factions that produce the necessary staying power to see them 
realised. 

It is the rifts in the harmonious Guillebaud lute which the 
health educationists can welcome. The Report may be accused 
of “ understating the case’ when it says that there is a “ state of 
some confusion in the maternity and child welfare services.” “This 
most vital service to the young family is still divided into three 
separate administrations. As we pointed out in a letter to the 
Manchester Guardian of 20th January, 1956, it is extremely diff 
cult to achieve continuity of care in childbirth in England to-day 








Though this is compatible with good statistics for maternal and 
child deaths, it is prejudicial to the emotional aspects of this most 
important of all human occasions. The mother’s experiences 
during pregnancy and birth impinge on a highly sensitive psyche, 
and disagreement between a multiplicity of different medical ad- 
visers, which is inevitable under present conditions, is responsible 
for much needless anxiety. ‘his anxiety may be the starting- 
point of long-term neurosis and may permanently affect family 
relations. 

The statement that “ new thought is needed as to the prope 
role of the local authority clinic, the general practitioner and the 
hospital out-patient department in the provision of an efficient 
and comprehensive maternity service ’’ is the most welcome state 
ment in the Report. It is a practical suggestion in the most vital 
area for breaking down the barriers between the various branches 
of medicine. It is particularly welcome because it is linked with 
the highly original suggestion that an appropriate body should be 
set up to review the whole field, both medical and educational, of 
services rendered in this sphere under the N.HLS. 


VACATION SCHOOL 


Have you booked your place at the 1956 SUMMER SCHOOL 
IN HEALTH EDUCATION ? We are taking this opportunity of 
reminding you again of this important event which will be held at 
Stoke Rochford, Lincolnshire, from 14th to 24th August next. 

The Central Council for Health Education endeavours through 
its summer schools to remove barriers between health workers by 
bringing together doctors, teachers, nurses, sanitary inspectors, and 
others from all branches of industry, public health, education, the 
hospital services, and general practice, to discuss their educational 
role. This year the School will consider the possibilities for closer 
collaboration, taking some typical problems from the various health 
fields as subjects for discussion. In addition, the School will provide 
an intensive practical training course in the full range of techniques 
for health teaching. 

Note : Full particulars of the above School can be obtained from The Medical 


Director, The Central Council for Health Education, Tavistock House, Tavistock 
Square, London, W.C.1. 








PREVENTIVE MENTAL HEALTH IN 
THE MATERNITY AND CHILD 
WELFARE SERVICE* 





Report by a Study Group from the Public Health Department, 
L.C.C., and the Tavistock Clinic 





1. Dr. J. A. Scorr, Medical Officer of Health, London County 
Council, decided in July, 1953, to set up a Study Group to investi- 
gate the possibility of increasing preventive mental health work 
in the Maternity and Child Welfare service and invited Dr. John 
Bowlby, Tavistock Clinic, to head it. ‘This Study Group consisted 
of professional staff of the Public Health Department of the Lon- 
don County Council and of the Tavistock Clinic.t Regular 
weekly meetings were held over a period of six months and the 
conclusions of the group are presented in the report which 
follows. ‘The report was edited by Dr. Wilfrid G. Harding ; its 
findings do not necessarily express the views and the policy of 
the London County Council. 

2. The Report for 1952 of the Central Health Services Council 
contained the following recommendations: 


Preventive Psychiatry 

Further consideration was given to this subject during the year, 
in relation more particularly to childhood. It was felt that there 
were in mental illness certain predisposing factors, i.e., heredity, 
personal relationships (especially during childhood and _ adoles- 
cence), emotional, economic and physical stresses, in regard to 
which preventive measures could be organised. In so far as 
many of the conditions originated in the early years of life, it was 
advisable that they should be treated before patterns of behaviour 
become set. The Committee accepted the recommendations of the 
Expert Committee on Mental Health of the World Health 


* Reprinted from The Medical Officer, toth December, 

+ Membership of the Study Group. 

L.C.C.: Drs. D. F. Egan and G. D. Pirrie (Principal Medical Officers), 
the late Dr. H. G. Williams (Psychiatrist), Dr. F. R. Waldron (Divisional Medical 
Officer), Dr. W. G. Harding (Deputy Divisional Medical Officer), Drs. E. Chapple, 
M.S. Gillatt, S. B. Moss-Morris and A. A. V. Smyth (Medical Officers), Miss F. A. 
Carter, Miss K. J. Carden, Mrs. D. E. Marrin and Miss M. M. Oldfield (Health 
Visitors). 

Tavistock Clinic: Drs. J. Bowlby and M. Mackenzie, and Mrs. E 
(Psychiatric Social Worker). 
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Organization regarding “ the desirability of concentrating especi- 
ally on the therapeutic and preventive psychiatry of childhood ” 
and endorsed its opinion that the application of preventive 
hygiene measures has particular value during the period of 
infancy and childhood. The Committee believed that there was 
great need for the spread of information about the principles of 
mental health, especially among those whose work brings them 
constantly into contact with large groups of the community, e.g., 
maternity and child welfare personnel. ‘Ihe Minister was 
advised: “ That it is desirable that the Maternity and Child 
Welfare Service should give more attention to mental health.” 


It is to the implementation of these proposals within the 
County of London that the Study Group has addressed itself. 


Extent of the Problem 


9. Mental ill-health constitutes about one-third of all ill-health 
in Britain to-day. This is shown by the following figures: 

(a) About 40 per cent of all hospital beds are mental hospital 
beds. 

(b) During the 1939-45 war, 40 per cent of all medical dis 
charges from the Army were for psychiatric disorders. 

(c) In an investigation carried out for the Medical Research 
Council, Russell Fraser (1947) found that neurotic illness caused 
between a quarter and a third of all absence from work, due 
to illness, in a random sample of 3,000 factory workers. 

j- Not only is mental ill-health a substantial proportion of all 
illness, but it affects in some degree about one person in every 


three of the population. ‘This is shown by the results of three 


surveys carried out in the late 1940's, one fairly large and the 
other two very small. 

(1) Russell Fraser in the investigation referred to above found 
that g per cent of the men and 13 per cent of the women had 
suffered from definite disabling neurotic illness during the six 
months prior to the examination, and that a further 19 per cent 
of men and 23 per cent of women had suffered from minor 
degrees of neurosis during the same period. The totals are 
28 per cent of men and 36 per cent of women 

(11) In a recent paper Logan and Goldberg (1953) report their 
study of the physical, mental and social health of the 18-year- 
old males who registered for National Service in an outet 
London Borough in May, 1949. Of the total of 85 youths, 74 
co-operated fully. Of these 74, 12 were found to be severely 
maladjusted* and another 19 mildly disturbed. Expressed as 


* In this context the term ‘* maladjusted’ indicates that a child or youth 
is either unable to make satisfactory and satisfying relationships with others or 
suffers from neurotic symptoms or both 
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percentages these represent 16 and 26 respectively—or a total 

of 42 per cent. (Even if all the 11 youths who failed to co- 

operate are assumed to have been stable, the percentages remain 
as high as 14 and 22—with a total of 36 per cent.) 

(iii) Also in 1949 and in a Borough of outer London a survey 
(unpublished) was made by a psychiatrist on the staff of the 
Tavistock Clinic of all the eight-year-old boys in a primary 
school. Of a total of 40 boys, the parents of 33 co-operated 
fully. Of these boys, 14 were judged to be maladjusted*—or 
42 per cent. (Again, if it is assumed that the seven who did 
not co-operate were all stable the percentage remains as high 
as 35.) 

5. Thus at three age levels—the working population as a whole, 
18-year-olds and eight-year-olds—the overall incidence of emo- 
tional disturbance is found to be in the region of 30 per cent, with 
fairly severe disturbances in the region of 10-15 per cent. These 
figures are far higher than is generally assumed. 

6. Whereas the incidence of physical ill-health has dropped very 
strikingly in the last 100 years and continues to do so, there is 
no reason to suppose that there has been any reduction in the 
incidence of mental ill-health. Unfortunately there are no figures 
available by which these trends can be judged. 


Some Origins of Psychological Disturbances 
7. The old maxim that the influences present during the 


first seven years of a child’s life remain with him for the rest of his 
existence has been confirmed during the last 50 years by evidence 
derived from the psychological treatment of adults and children, 
and more recently through the work of child guidance clinics. 
For instance, in the opinion of the psychiatrists working in the 
Council’s Child Guidance Units in 1952, in 80 per cent of their 
new cases the genesis of the disorders lay in the pre-school years. 
For 1953, the figure was 87 per cent. As the seeds of so much 
mental ill-health are sown in infancy and early childhood it 
follows that action should be taken during those years to prevent 
their growth. This constitutes an important part of preventive 
mental health work. 

8. Of the common sources from which difficulties may arise 
during infancy and early childhood, there are three which are 
particularly relevant to preventive work: 

(a) action based on false norms of development and 
behaviour ; 

(b) separation of infant and child from the family, such as 
occurs when they are taken into hospital or residential home ; 

(c) emotional disturbances in the parents, stemming from 


* See footnote to paragraph 4 (ii). 





the parents’ own life-history, disturbances in which the child 

becomes entangled. 

The first class of case can be corrected by the dissemination of 
better knowledge and the second by a combination of better 
knowledge with more wisely conceived medical and _ social 
services ; the third, which represents a large proportion of cases, 
requires assistance of a more specialised and skilled kind. 

g. Sound knowledge of norms of infant and child development, 
especially in respect of behaviour, still needs dissemination. In 
particular there is insufficient recognition that there is an extra- 
ordinarily wide range within which development is normal. A 
typical example is the well-known fact that the range for the 
development of walking is about 15 months—between about nine 
and 24 months. Similarly wide ranges occur in the normal 
development of such things as age of weaning, toilet training, 
obedience, partial independence of mother. 

10. Unfortunately false norms have got into currency. These 
false norms are not infrequently the result of assuming that the 
earliest time at which such a function develops in any child is 
the age at which all children should develop the function. These 
false norms, being quite unrealistically optimistic for the great 
majority of children, have led to much harm. Mothers have 
become disheartened because their infants fail to conform to 
their expectation and, by trying to force the pace, have often 
created difficulties which would never have existed had there 
been better understanding of the true norms of development. 
Thus the acceptance of wrongly based standards of behaviour and 
achievement prevents some mothers from following their natural 
good sense with confidence. By trying to make their children 
conform to unsuitable patterns they create situations out of which 
conflicts and behaviour problems can arise. Unfortunately, these 
false norms are still widespread in the community, so that there 
is the task not only of spreading knowledge of better based norms, 
but of correcting the belief in false norms. This is a big educa- 
tional task, the basic nature of which, nevertheless, is easy to 
a 

In the second class of case where emotional disturbances 
of all degrees of severity are caused by separation of infant or child 
from the family, it should be possible to adapt medical and social 
services in the majority of cases, once the basic facts and the 
seriousness of the matter are fully appreciated. 

12. However, the third very prevalent source of difficulty arises 
out of the emotional disturbances of the parents, so that action 
quite other than education or reform of medical and social 
services is required. These disturbances, in which deep human 
emotions such as love, hate, fear and guilt are involved, are of a 
kind which have hitherto been ignored in the training of health 
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personnel who not only are as a rule unfamiliar with these prob- 
lems but, because of the nature of the problems, often reluctant 
to tackle them. Experience of the teaching of this work to 
members of many professions medical and non-medical shows 
that it is often a slow and laborious process for the student to 
grasp the essential problem, and any attempt at rapid training is 
doomed to failure. It may be useful to consider the type of prob- 
lem concerned in a little more detail. 

13. During his early years a child and his mother are to be 
regarded as a unit. It is only very gradually that he grows out 
of the environment provided by her and becomes relatively 
independent. The lack or interruption of an intimate and warm 
relationship with the mother encourages the development of 
child’s ordinary anxieties to a pathological degree, and these 
anxieties have been found to underlie a great variety of mental 
ill-health in later life. ‘Thus the child’s mental development 
and mental health can be affected, not only by premature separa- 
tion, but also by the nature of the general emotional environment 
provided, first by his mother and later also by his father and others 
in the family. Thus he can become deeply upset by experiences 
such as frank rejection, a covert rejecting attitude underlying his 
parents’ love, by a parent’s excessive demand for love and re- 
assurance from him, or by a parent’s need for vicarious satisfaction 
from his difficult behaviour which he or she consciously condemns. 

14. In most cases the parents are not fully aware of the nature 
of these disturbances in their relationship with their children, 
and the reason for this is commonly that the disturbances have 
their roots in the parents’ own childhood, especially in their 
relationships with their own parents, brothers and sisters. For 
instance, a parent who has developed hostility or jealousy towards 
one of her own parents or siblings may, unwittingly, vent her 
feelings on one of her children who happens to remind her of 
the original object of her feelings. Equally a, parent who has 
grown up to feel guilty in regard to some personal failing may 
see such failings in her child and seek by rather violent measures 
to correct it, or may even turn from the child in horror. Thus 
problems of behaviour which do not exist in the child are 
imagined, and the importance of those which do exist exaggerated 
and thereby exacerbated. 

15. In cases of this kind, advice, often given in excess, is seldom 
found to be of any value. On the other hand, if the right kind 
of help can be given quickly the problem can be dealt with in its 
early stages before a vicious circle has had time to develop. At 
present, insufficient skilled help is given and sooner or later a very 
difficult problem is referred to a child guidance clinic. ‘These 


clinics have in the past been conceived as providing a preventive 
service, but this has never in reality been the case. It may be 
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that the therapeutic work done in them often prevents even 
greater problems arising in adolescence and adult life, but on the 
whole child guidance clinics to-day are inundated with severe 
problems of many years standing. 


The Present Position in the Maternity and Child Welfare Services of 
the County 

16. Although it is true that in child guidance work carried out 
in the Council’ s clinics and elsewhere the average age of children 
referred has materially decreased in recent years and that in some 
clinics appreciable numbers of pre-school age children are nowa- 
days receiving treatment, a radical improvement can only be 
achieved if the public health staff working in child welfare centres 
are themselves encouraged to take a live interest in mental health 
problems and to concern themselves actively with preventive 
rn: health work. 

. The conception that preventive mental health has a place 
in a maternity and child welfare service is, of course, by no 
means new. Psychiatrists wor king in child guidance clinics which 
have in the past dealt mainly with children of school age have be- 
come increasingly conscious of the inevitability of failure in a large 
proportion of their cases, simply because they were not seen sufh- 
ciently early. In London, two child guidance clinics have been 
established in child welfare centres for periods of nine and eight 
years respectively, and children of pre-school age have been 
directly referred to them by the centre doctors. The Council’s 
first comprehensive health centre at Woodberry Down, opened in 
1952, also includes a child guidance clinic. 

18. In recent years the need for preventive mental health work 
has been increasingly realised by doctors and health visitors in 
the Council’s service. A survey carried out by one of the 
Council’s psychiatrists in one Health Division during 1952 shows 
that 3.5 per cent of young children seen in child welfare centres 
during a period of six months were sufficiently disturbed to 
require some form of treatment. In the two centres which have 
child guidance clinics on the same premises, the corresponding 
figure was even higher, i.e., 5.6 per cent. 

19. A child psychiatrist from the Brixton Child Guidance Unit 
has paid regular visits to selected child welfare centres during 
the last two years for the dual purpose of seeing cases referred by 
the centre doctors, and of giving centre staff some insight into 
the psychological aspect of their work, by regular contact and 
discussion. Group discussions between child psychiatrists and 
local divisional medical staff were held concurrently. 

20. During the autumn of 1953 two child psychiatrists held 
courses on preventive mental health with a strong emphasis on 
pre-school age problems. Attended by doctors, nurses and social 
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workers from all parts of the County, they were conducted on the 
basis of group seminars, and aroused considerable interest and 
comment. 

21. Concurrently with our meetings experimental case confer- 
ences were held regularly each week in a child welfare centre. 
These were attended by a medical officer and a health visitor, a 
psychiatrist and a psychiatric social worker, all of whom were 
members of the Study Group. At these conferences the clinic 
doctor and health visitor brought up cases for discussion with 
the consultant team ; the latter did not themselves interview the 
mother or examine the child, but discussed the information con- 
tributed by the centre staff. One of the cases which came before 
this conference was also followed through by our Group and we 
discussed the technique which was employed by the case confer- 
ence for this and other cases, 

22. The experience gained in this pilot experiment has con- 
vinced us that the use of the child welfare centre as a base for 
preventive mental health work has many advantages because of 
the established relationship between staff and mothers and the 
knowledge concerning individual families which has accumulated 
there over a period of time, often as far back as the mother’s 
first pregnancy. We believe that the normality of the setting in 
a child welfare centre is important, for mothers of well babies 
are as welcome as those of disturbed babies, so that medical officer 
and health visitor are not regarded by the mothers as people who 
are only interested in failures. In such a setting it is possible 
to employ a flexible technique which is not dependent on regular 
appointments, but takes maximum advantage of those occasions 
on which a mother’s anxiety leads her to seek help and renders 
her most receptive to it. The mother’s feeling of independence 
can also be more readily preserved in that the choice of coming 
is her own. Conversely, the health visitor can bring before the 
case conference problems of families who, for one reason or 
another, rarely, if ever, attend the centre. 

23. The medical officer and health visitor who took part in the 
case conference found that the insight gained by this method 
was not confined to the cases actually discussed, but could be 
generally applied in their day-to-day work in the centre. This 
experience was borne out by other members of the Group, both 
doctors and health visitors, working in the field, who found that 
they were quite spontaneously devoting increasing attention to 
mental health factors in their day-to-day contacts in the centre 
and the home. We were concerned about the time factor which 
would undoubtedly arise if work of this nature were added to the 
established functions of the centre. The field workers among our 
members, however, found that the expected difficulties did not 
materialise in practice to the extent to which they had been 
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anticipated and that the mental health features of their work 
became increasingly merged with the traditional approach. 


Programme of Action 

24. In the Public Health Service of London then, a number of 
tentative approaches have been made which have prepared the 
ground for the introduction of preventive mental health work 
into the maternity and child welfare field, and we believe that 
the time has now come to prepare a programme of action. Pre- 
vention has traditionally been the main function of the public 
health services and a widening of the range of preventive work, 
in the light of modern thought, to include the field of mental 
health should on first principles be the concern of the maternity 
and child welfare service. 

Two methods present themselves for the introduction of 
such a programme: in the first, the child psychiatrist himself— 
assisted by the other members of his specialist team—-would be 
directly responsible for most of the work, and the staff employed 
in maternity and child welfare work would act merely by referring 
any cases which they may recognise as requiring specialist guid- 
ance. The second method is to offer to the maternity and child 
welfare staff themselves an active and growing share in this work. 

26. It is the considered and unanimous opinion of the Group 
that, because of the size of the problem, it cannot possibly be 
tackled effectively by child guidance staff alone ; their number is 
at present—and is likely to remain for some considerable time 
far too small for a radical extension of services. Besides, it would 
in any case be entirely impractical to depend on psychiatrists for 
the recognition of all potential problems in mothers and children 
attending child welfare centres, and doctors and health visitors 
would, therefore, have to acquire considerable knowledge in this 
field. We believe that the only practical solution is not only to 
accept preventive mental health as the responsibility of the exist- 
ing public health service, but also to recognise it as a proper 
sphere of interest for non-specialist staff engaged in the maternity 
and child welfare field. How then can this new approach be 
introduced into the existing service and public health personnel 
assisted to acquire the insight which they will need for their fresh 
tasks ? 

27. It is already noticeable that many of the more recently 
trained health visitors show an increased understanding of human 
relationships and a lively interest in the psychological aspects of 
their work. This, no doubt, is due to the greater emphasis which 
is nowadays being placed on such studies during their training, 
and a further extension of such activities might well be considered 
by the Working Party on the Training of Health Visitors which 
was recently set up. 
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In the training of the public health doctor, on the other 
hand, child psychology and psychiatry have not so far been given 
their propel share, though there seems no reason why more 
systematic post-graduate training in this field should not be 
offered, e.g., aS an elective subject in courses for the Diplomas of 
Public Health and Child Health. 

29. Our immediate problem, however, concerns the large body 
of existing personnel within the service, both doctors and health 
visitors. Naturally, not all of them will be equi ally interested to 
develop this side of their work, and any training must obviously 
be based on the principle of voluntary acceptance. We have 
already referred to the wide interest with which the subject has 
recently been received within the service and have confidence 
that the offer of training facilities would receive a ready response. 
We go further into questions of training and into administrative 
aspects in later sections of this report. 

No plan of action can be envisaged which does not include 
close co-operation with the family doctor. ‘This, in any case, is 
very much on the increase in the present-day practice of preven- 
tive medicine, and without it not only may essential aetiological 
factors be overlooked but also confusion and misunderstanding 
aroused. 


31. We are convinced that preventive mental health activities 
carried out within the maternity and child welfare service will be 


welcomed by the general public. Here we would again stress 
that the proposal that such work should be done by public health 
staff and in child welfare centres constitutes no more than an 
extension of accepted principles and existing practice. ‘Those 
who make use of the maternity and child welfare services expect 
advice to be given sympathetically and in terms which are readily 
understood ; in the practice of preventive mental health there is 
no need and indeed no place for “ jargon’ and unfamiliar terms, 
which may frighten rather than help those who seek advice. More- 
over, in cases which may have to be referred to child guidance 
clinics previous contact with child welfare staff who are well 
known to the mothers may induce encouragement and confidence, 
and conversely may enable the specialist team to call on the 
centre doctor and health visitor for continuity of care and 


follow-up. 


Increased Responsibilities of Public Health Staff 

32. The ways in which preventive mental health work can be 
developed as an integral part of a maternity and child weMare 
service must now be considered in somewhat greater detail. From 
the point of view of the broad dissemination of principles a great 
deal has been and is being done already. Both centre doctors and 
health visitors—particularly those more recently qualified—have 
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become increasingly alive to the necessity of making parents aware 
of certain principles of mental health, such as the child’s basic 
need for security, but much more of such work will be required 
in the future. 

33. It is the function of the health visitor to help parents in 
the care and management of their children in the widest sense. 
Home visits enable her to make a first assessment of each family. 
In giving advice, she must bear in mind important principles of 
mental health. Thus, when it falls to her in an emergency, such 
as the mother’s admission to hospital, to make practical arrange- 
ments, she must realise their far-reaching implications for emo- 
tional adjustment. For instance, through team work with her 
colleagues in the field, e.g., home help organisers, children’s 
officers, hospital almoners, etc., she may, by suitable arrangements 
to keep the child within its home environment, lessen the impact 
of physical separation from the mother. 

34. In a programme of preventive mental health, however, even 
more will be expected of the health visitor. She has the earliest 
opportunity to help the mother to deal wisely and confidently 
with the normal problems of emotional development, and in her 
contact with the mother during the ante-natal period can antici- 
pate stresses and strains arising from new situations, such as the 
advent of a new baby, and help the family to find healthy adjust- 
ments. She can help the mother to face the anxiety which 
inevitably arises from time to time in bringing up young children, 
and in particular she can give valuable support to the mother 
who suffers from conscious or unconscious over-anxiety. 

The basic function of public health activities in the mater- 
nity and child welfare field is health education. Centre doctors 
and health visitors in dealing with problems such as feeding difh- 
culties, toilet training, temper tantrums, etc., are constantly called 
on to give guidance and advice which demand a preventive mental 
health approach. The discussions within the Study Group, as 
well as frequent comments of colleagues, have revealed a very 
general desire on the part of members of the public health staff 
to understand fundamental principles of causation and manage- 
ment of such problems, so that they may undertake with confi- 
dence the dissemination of broad principles relating to normal 
development phases. 

36. A wider understanding may be achieved not only by 
individual contact with mothers and discussion of their anxieties, 
but on a broader front through group discussion in the centres. 
Initially this will cover only a small proportion of young parents, 
but this limitation we must accept, knowing that this work, if 
successful, will gain force, and that, moreover, members of such 
discussion groups themselves may act indirectly as “ educators” 
by influencing their friends. 
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37. Reading matter is being increasingly employed in health 
education. It is hardly possible, however, to find approaches 
which will suit all—or even a majority—and such impersonal 
methods are not without danger. ‘To some extent health educa 
tion journals are already concerning themselves with mental 
health. For the understanding of common developmental phases 
there may be a case for well-designed pamphlets—some of them 
reduced almost to picture strips. Some parents, on the other 
hand, may be referred to more comprehensive reading, and joint 
schemes with public libraries already exist in some parts of the 
County. ‘There is as yet little experience in this country of con- 
certed mass approach methods, but it is known that they have 
caused difficulties elsewhere and any development of such methods 
should be considered with reserve. 


In-service Training of Public Health Staff 

38. We have already expressed our view that improvements in 
the basic training of public health staff, with proper emphasis on 
mental as well as physical preventive medicine, are necessary and 
urgent, but they can only gradually come into being even if 
agreement in principle is reached on them. Moreover, existing 
staffs will not benefit directly from any improvements of basic 
training and ways must be found to enable them to play thei 
full part in a programme of Preventive Mental Health. It is 
the unanimous opinion of the Group that the key to success of 
such a programme lies in the promotion and maintenance of 
close ties between individual child welfare and child guidance 
teams. We believe that such a link-up would be of the greatest 
mutual advantage and represent the only sound basis for a 
scheme of this nature. ‘There are, of course, cases which are so 
profoundly disturbed that they are beyond the scope of preventive 
methods and early treatment. Such cases will require to be 
referred to the child guidance team. Close liaison, however, will 
ensure continuity of treatment and minimise the alarm often felt 
by parents when psychiatric advice is recommended. 

39. In the training of public health staff in preventive mental 
health two lines of approach may be distinguished ; first, the 
broad orientation of medical and nursing staff and, secondly, the 
more intensive training of a smaller number of doctors and health 
visitors on the basis of individual cases. 

40. In dealing with the first line of approach reference has 
already been made to seminars on preventive mental health which 
have revealed widespread interest among medical officers, health 
visitors and social workers. Such orientational courses should be 
frequently held, wherever possible on the basis of local discussion 
groups. We consider it essential that the Council's midwives 
should be given every opportunity to participate in such activities. 
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41. The second approach must be on a much smaller scale. Its 
keystone must be more intensive training of a necessarily much 
smaller number of doctors and health visitors by giving them the 
opportunity of discussing individual cases with a psychiatrist and 
psychiatric social worker from a child guidance clinic. In this 
way they will acquire insight, experience and clinical skill in 
recognising factors which may give rise to emotional disturbance 
and maladjustment and in dealing with them in their early stages. 

42. We have referred to experimental work of the Brixton Child 
Guidance team in child welfare centres and to the further 
development of this technique by introducing a regular weekly 
case conference into a child welfare centre. By using this type 
of case conference at some of the early meetings of our own 
Group, we gained insight into the kind of problems likely to be 
met in child welfare work. We are agreed that this is an 
extremely valuable method of training. It constitutes the most 
practical means of introducing techniques of preventive mental 
health into the maternity and child welfare service and offers at 
the same time the advantage of facilities for expert consultation. 

43. At regular case conferences in child welfare centres cases 
will be presented by centre doctors and health visitors and dis- 
cussed between them and the psychiatrist and psychiatric social 
worker from a child guidance clinic in such a way that the prin 
ciples of taking a psychiatric history, the technique of elucidating 
important factors and the understanding of underlying patterns 
will gradually become established. In the normal way neither 
psychiatrist nor psychiatric social worker will actually see mothers 
and children but, by discussion of the problems, will guide the 
centre staff in their own handling of the case. There is no reason 
why the psychiatrist should not sometimes be asked to see a case 
himself at the centre, in order to assist the centre staff in its further 
management without referral to the child guidance clinic. 


44. Cases which are found to require closer attention and 
follow-up than can be given by case consultation in the child 
welfare centre will be referred to the child guidance clinic, but 
with the great advantage of continuity of information and atten 
tion, both at the stage of referral from child welfare centre to 
child guidance clinic and later on in the course of treatment and 
after its conclusion. 


45. The scheme would allow the inclusion of non-attenders of 
our welfare centres whose problems may be noticed by the health 
visitor in the course of home visits, and who, though unwilling 


to take part in organised centre activities, may yet welcome the 
health visitor into their own homes. The health visitor will find 
the method of case discussion of great value in the handling of 
such problems. 
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46. We have already stressed that the scheme must in its early 
stages be limited to a relatively small number of centres. If it is 
successful, it can gradually be extended to cover them all. 
Approaches and techniques are bound to vary in different groups 
and no attempt must be made to standardise them for some con- 
siderable time—if ever. On the other hand the pooling of experi 
ence gained by the different groups will undoubtedly be of mutual 
benefit. At first the case conference at the centres will have to be 
held frequently, probably once a week, but as the child welfare 
team gains experience and closer links between child guidance 
clinic and centre begin to be formed it may be possible to reduce 
the frequency of organised meetings, and the child guidance staff 
may then be able to extend their contacts to other centres. How 
ever, the personal link between centre doctor and health visitor on 
the one hand and psychiatrist and psychiatric social worker on 
the other will always be maintained, even when formal meetings 
take place less frequently 


Administrative Implications 


17. Consideration must be given to the practical implementa 
tion of the suggestions made in preceding sections. As far as 
medical and nursing staff entering the public health service are 
concerned, it is to be hoped that the need for more intensive train 
ing in the field of preventive mental health will be recognised 
in revised syllabuses for the D.P.H., D.C.H., and Health Visitor 
Certificate courses. 


48. A programme of orientational training for public health 
staff within the County’s service presents no great difhculty. It 
seems desirable, particularly in view of our proposals for intensive 
training in the centres, to conduct orientational activities at the 
local level as far as possible and thereby to establish contacts 
between public health field staff and the local child guidance 
units which will facilitate the introduction of intensive training 
schemes. For the planning of the latter, one of the limiting 
factors will be the number of child guidance teams which are both 


willing and adequately staffed to dccept such training commit- 
ments. It may also be possible to establish closer ties between the 
two child guidance clinics which already exist in maternity and 
child welfare centres and the child welfare staffs working in these 
centres. 


49. The arrangement of regular case conferences will not 
present major organisational problems. It is not envisaged that 
these need occupy a full morning or afternoon session ; weekly 
meetings lasting from an hour to an hour and a half should be 
adequate and can be fitted into the centre ilinbaaiii without 
undue difficulty. 
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50. Whilst the case conference will provide clinical guidance to 
the public health staff, the actual management of the case will be 
in the hands of the centre medical officer and health visitors in 
the course of their normal activities. At routine child welfare 
sessions, however, a continuous flow of mothers and babies usually 
arrive for consultation, and this is not a suitable setting for inten- 
sive work. For such work, neither mother, doctor nor health 
visitor must have the feeling of being pressed for time. Already 
centre doctors often discuss “ special problems ”’ by appointment, 
either towards the beginning or end of their ordinary sessions, 
or during special sessions, e.g., at “ Toddler Clinics”. Un- 
doubtedly similar arrangements will have to be made for preven 
tive mental health work. In those child welfare centres where 
case conferences are introduced, the medical officer must have the 
opportunity of arranging special appointments so that he can 
devote sufficient time for discussion with the mothers without 
disturbing the routine work of the centre. 

51. We refer in paragraph 36 to the formation of parents’ dis- 
cussion groups. Mothercraft classes which are at present being 
conducted by health visitors in many child welfare centres in 
the County form a useful nucleus, but they could be further 
developed to allow for the attendance—at least at times—not 
only of the centre doctor but also of members of the child guid- 
ance team. For afternoon meetings it would seem possible to 
time such discussions so that they either precede or follow the 
regular case conference. Evening meetings similar to those of 
parent-teacher associations should also be arranged at not too 
infrequent intervals in order to give the father as well as the 
mother an opportunity for discussion. 

52. A programme conducted on these lines would cause least 
disturbance of existing services. As training and consultation 
could proceed side by side the scheme would provide for the 
extension of centre activities to include preventive mental health 
work from its inception, though, of course, on a very limited scale 

t first. The scheme is « apable of modification and ad; aptation 
to local circumstances and of development in the light of experi- 
ence, and one of its great advantages is that it allows preventive 
mental health work to be carried out as part of the normal 
activities of the child welfare centre and by the centre staff them 
selves. Thus the mother will be advised by those who may in 
many instances have assisted her already in the ante-natal period 
and in whom she has gained confidence. 


Summary of Recommendations 

53. (1) Preventive mental health is a proper field of develop- 
ment for the maternity and child welfare services. A _ large 
measure of this work can be carried out by suitably trained 
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medical officers and health visitors. The need of including more 
intensive training in preventive mental health in revised sylla- 
buses for D.P.H., D.C.H., and Health Visitor Certificate courses 
has been stressed. In-service training schemes for doctors and 
health visitors employed at present on the maternity and child 
welfare services of the County are recommended. These include: 

(a) Broad orientation of all professional public health staff 
through seminars and group discussions. Such training should 
be conducted at divisional level by the staff of local guidance 
clinics. 

(b) Intensive training of a limited number of medical officers 
and health visitors. Such training should also be conducted 
by the staff of local child guidance clinics, in the form of weekly 
case conferences during which problems of mental health aris- 
ing in the course of maternity and child welfare work are dis 
cussed on an individual case basis and guidance is given on 
their management. 

(2) Preventive mental health is a proper field for health 

education measures: 

(a) Group activities at mothercraft sessions should include 
the full discussion of such problems ; evening sessions are desir- 
able at not too infrequent intervals in order to afford both 
parents an opportunity to attend. 

(b) Reading matter, film strips and films may be useful 
media for the propagation of the principles of preventive 
mental health, and there is scope for the preparation of suitable 
material. 

Mass approach methods, such as periodic bulletins, etc., merit 
further study before the value of their inclusion in a programme 
of preventive mental health can be properly assessed. Such 
measures can, in any case, be considered only as subsidiary to 
methods of individual ana personal approach which are essential 
in the field of preventive mental health. 





The Study Group wish to record their appreciation to Dr. 
W. Warren, Brixton Child Guidance Unit, Dr. A. Bolton (lately 
of that Unit) and Mrs. Kahn Freund, psychiatric social worker, 
Woodberry Down Child Guidance Unit, who attended some of 
the meetings of the Group. 
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HEALTH EDUCATION: HOW IT 
STRIKES AN ANTHROPOLOGIST 





By MAURICE FREEDMAN 


Lecturer in Anthropology in the London School of Economics 
and Political Science, University of London 





Because social anthropology is the study of how men live in 
society one could easily imagine the titles of a number of books 
which anthropologists might write if they turned their attention 
to problems of health education. In this article | propose merely 
to reflect on some of the topics which the writer of one of these 
books would need to consider. 

I begin with a distinction often ignored or obscured in discus 
sions on the relations between the social sciences and health edu 
cation. Men and their activities in society can be analysed into 
two different systems: first, a system of social relations in which 
persons and groups are linked together by rights and duties 
variously prescribed ; and second, a system of conduct which 
predisposes men to think and behave in fixed ways according to 
circumstances. ‘The first system we may conveniently call social ; 
to the second system we may give the name cultural. When 
the health worker*—as he increasingly does nowadays 
turns to the anthropologist for his help, he appears to seek aid 
primarily in the cultural field. People are resisting medical in 
novations, for example. What traditional ideas, prohibitions, 
and practices lie behind their resistance ? People will not avail 
themselves of the food resources in their environment. What 
customs, taboos, and prejudices bring them to this pass ? Quite 
rightly the health worker assumes that the anthropologist is 
supposed to be an expert in such matters, at least as far as the 
underdeveloped world is concerned. But if the anthropologist 
entering the medical field contents himself with giving answers to 
questions of this order he is in fact doing only half the job for 
which he is trained. As an analyst of society the anthropologist 
can do much more than simply offer to the health worker a list 
of traditional beliefs and practices. 

My point can be illustrated in two different ways. Every health 
worker must, by his very nature, attempt to manipulate social 


* T use the term “health worker’ in its broadest sense and nowhere in the 
article} refer to ‘health educators’. I assume that health education lies within 
the province of many kinds of health workers. 
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relations. In order to make an impact on a given community he 
needs to find his way into and about it in such a manner as to 
influence individuals and groups whose positions are crucial to 
the changes he proposes. In the second place, the health worker 
is himself a member of a social system which embraces his public 
and his colleagues ; as a result, the effectiveness of his professional 
endeavour may depend very directly on how far he appraises him- 
self and his activities in relation to his fellow citizens. 

lo give some reality to these propositions I shall draw on my 
experience in South-East Asia. I am far from intending to 
suggest that the kinds of problems I discuss in the context of 
certain underdeveloped countries are their exclusive property. I 
am assured by my medical acquaintance that these problems 
appear in one form or another the whole world over, and if I 
refrain from global generalisations here it is only because I prefer 
to speak on the basis of what I know best. There is, however, 
implicit in what I say the assumption that, if my general analysis 
is correct, it applies to the whole world. 


What are our assumptions ? 

In order to influence people within a community we must 
understand how it is organised, how power and authority are 
distributed within it, and how it is made up of a number of parts. 
There is a tendency among health workers in the area I am discuss- 
ing to make two false assumptions about local communities. The 
first assumption is that the administrative framework of a country 
necessarily gives the social pattern for the country as a whole, 
and that, in consequence, all the health worker needs to do in 
approaching a local community is to follow the lines of communi- 
cation established by the administrative framework. The second 
false assumption is that where, as a result of recent national revo- 
lution and political change, there exist official programmes and 
schemes for general betterment, these programmes and schemes 
are statements about actual sets of conditions. What seems often 
to happen is that, in their enthusiasm for bringing about a better 
world, the people who are charged with instructing and helping 
the masses imagine that because the government has provided a 
certain type of administration and projected or legislated certain 
reforms the lives of ordinary people already have a new shape. 

Administrative units and units of local organisation are by 
no means necessarily coincident. The headman of a village may 
be, and sometimes is, a man whose position is accepted by his 
fellow villagers and supported by traditional political ideas and 
institutions. “The health worker who knocks on this man’s door 
may reasonably expect by this means to be able to get one foot in- 
side the community. But it can also happen that the headman in an 
administrative system lacks a point d’appui in local society and 
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operates as a letter-box for government rather than as a repre- 
sentative of his community. The health worker standing on this 
man’s threshold is not likely to see a door opening into the com- 
munity. It is clear that the health worker needs to find out pre- 
cisely how the administrative headman and other leaders of the 
community, formal and informal, stand in relation to one another 
and to the community at large. This kind of investigation must 
be carried out whenever there is any reason to believe that condi- 
tions vary from one part of a country to another ; and perhaps | 
do not need to labour the point that in most countries conditions 
do in fact change considerably from district to district. 


Coming to grips with the Community 


I am familiar with two rural areas in one of the countries of 
South-East Asia which aptly illustrate the variation in political 
structure to which I have been referring. In one of them the 
administrative boundaries do not correspond to any boundaries 


between communities because this is an area of dispersed settle 
ment without defined localities. There is a hierarchy of headmen 
and other officials presiding, as it were, over units marked on a 
map. Registering the population and passing down government 
orders, the headmen carry out their duties among sections of 
the people not amounting to organised social groups. ‘They have 
no place in any traditional system of local leadership and exercise 
little influence, outside their strictly bureaucratic duties, in local 
affairs. Moreover, not only is there lacking a village organisation 
in this area, but the fluidity of local society is further ensured 
by a kinship system, of a type which anthropologists call bilateral, 
in which there is no principle of descent to provide for the emer- 
gence of groups of kinsmen as corporate groups. 

In a situation such as this, where there are few formal aspects 
of community organisation, the health worker could scarcely ex 
pect to find it easy to make contact with people. After paying 
his respects to the headman he would need to look about to find 
other means of making an entrée. Of course, finding these othe 
means would be a painstaking business for which there is little 
guidance in the textbooks. My own experience in this area leads 
me to suppose that a health worker would need there to take 
account of two important facts. ‘The first of these is that by 
patient day-to-day observation one can discover men in the area 
who, mainly because of their economic position, exercise influence 
in a system of informal leadership. ‘The second fact is that below 
the surface of a comparatively formless social organisation there 
lie sets of neighbourly relations which could provide a framework 
within which someone seeking to influence the people might 
work. In particular, some of the men form themselves into visit 
ing groups which, after the evening meal, go the rounds of their 


20 





houses, turning over in conversation various topics of the day. 

Although this area is close to the largest city in the country and 
relies on a money economy, its inhabitants are poor, uneducated, 
and remote from the national ideology which animates the 
country’s leaders and educators. Health education which assumes 
that people are prepared to respond quickly to appeals to national 
sentiment and are imbued with the notion of progress would not 
be likely to make headway there. The education which is carried 
out over the radio does not reach them ; they have no wireless sets. 
Ihe education purveyed by the newspapers does not get to them ; 
they rarely look at a newspaper. The health posters they see in 
the urban area have no meaning for them. When they see propa 
ganda films they do not appear to relate what they see to their 
own lives. Because, then, mass media of education and approach 
through formal leaders are ruled out by circumstances, the health 
worker in this area would need to fall back upon informal means 
and personal methods of education. But he could do this only 
by working outside office hours and making use of political and 
social skill. Participating in the visiting groups at night would 
do more good than exhortations directed to an ill-defined popula 
tion through official headmen. 

The second rural area forms a strong contrast. It consists of a 
compact village governed by a blending of traditional and ad 
ministrative offices. The villages are divided into a number of 
unilineal descent groups, and the heads of these kinship units 
along with the religious authorities in each of the territorial 
divisions of the village form a body of village opinion which works 
with and checks the administrative headman. Great stress is 
laid in the village on both traditional and modern forms of social 
organisation ; the health worker entering this community would 
be likely to find himself, willy nilly, guided into the meetings and 
associations which the people have formed for themselves. Fun 
thermore, because the people of this village are well-to-do and for 
the most part literate and interested in the political and economi 
problems of their country, they clearly offer to the health worke1 
some of the most promising material he could find anywhere. 

But the anthropologist must not stop at the point where he says 
that different rural communities in the same country are differ 
ently organised and call for different treatment by the health 
worker. He must go on to stress the need for taking an objective 
and realistic view of country life and for discarding the romantic 
picture of the rural community as a unified and harmoniously 
co-operative little society. Views of this misleading kind are held 
by some administrators and health workers because their own 
backgrounds have not familiarised them with the realities of 
peasant life. It is indeed far safer to assume of any community 
that it is riven by factions than to imagine at the outset that it is 
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monolithically organised behind a single leader. Rivalries be- 
tween families, clans, territorial divisions, political associations, 
and the like are the very stuff of social life; the health worke1 
would be ill-advised to ignore them. The health worker unwise 
in the ways of the world might easily find himself cut off from one 
part of a community because of his attachment to another, or used 
a$ a pawn in a continuous game played between different sections 
of the community. The pitfalls may be sometimes unavoidable, 
but the wary health worker is not likely to find frustration as 
easily as his less sophisticated colleague. 

in a word, the health worker needs to have before him a clear 
picture of the structure of the community in which he is to carry 
out his duties. But this, as I have suggested earlier, is only one 
part of the sociology of health education. The other part is the 
study of health workers and medical institutions in relation to the 
public they set out to serve. This is an important kind of study 
for the very reason why it is so seldom undertaken: we assume 
that we know how medical institutions work ; we take the rules 
of medical behaviour as given and find a problem only in the 
failure of the public to accept them. If the health worker is 
able to stand back and see himself as part of a social system in 
which his own preconceptions and shortcomings in social know- 
ledge affect his work, then he may expect to come closer to the 
ideals of practice set up for him by his profession. 


The health worker is part of the Society he serves 


The false romanticism about the nature of rural life to which 
I referred earlier is one aspect of what we might call the “ social 
ignorance’ imposed on health workers by their position in 
society. Health workers are never drawn randomly from thei 
society ; they are recruited from among special social classes and 
groups; their general and educational backgrounds are rarely 
such as to give them a direct knowledge of and insight into the 
living conditions of their humbler fellow citizens. But since they 
are often unaware of the gap between their knowledge and reality 
they work on assumptions about their public which they do not 
think of putting to the test. Those of us who have had the 
opportunity of living in both developed and underdeveloped 
countries know that the gap in understanding between the 
middle-class doctor and his working-class patient in industrial 
society is matched by the distance between, say, the Asian doctot 
and his peasant clientéle. 

There are several tests of the health worker's insight into his 
own position. One of them is his ability to examine how far he 
is meeting the expectations of his clients. The sensitive doctor, 
for example, in a country where Western medicine is striding for 
ward into the peasant world, may come to realise that the methods 
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of diagnosis and treatment in which he has been trained fail to 
satisfy patients whose traditional medicine has led them to expect 
something different from their medical adviser. If peasants are 
used to an indigenous system in which the practitioner takes a 
prolonged and intense interest in their troubles, then they are 
likely to be disappointed and dismayed by the apparently casual 
methods of the Western-trained doctor whom they find in the 
local clinic or hospital. 

A second test is the health worker's readiness to question the 
generalisations made in medical circles about the public at large. 
Ihe medical profession appears to develop bodies of folklore 
about its patients, and health workers in general often see thei 
public through the screen which this folklore erects. Behaviour 
which is undesirable by medical standards, for example, is some 
times attributed to irrational motives when perhaps its economic 
cause has passed unnoticed. People who produce eggs, meat, 
and milk and yet fail to consume these things themselves or give 
them to their children are sometimes accused of bizarre behaviour. 
(he health worker who studied the economics of production of 
these foodstuffs might well conclude that peasants simply cannot 
afford to eat the high-quality foods they put on the market. 
Similarly, the health worker seeking to transcend the limitations 
imposed on him by his status might give his attention to testing 
the truth of such generalisations about public practice as 
‘ Mothers in this country prolong breastfeeding in order to avoid 
pregnancy.” Statements of this order sometimes turn out to be 
doctors’ folklore. 

A third test, and one which is probably the most difficult of all 
for the health worker to apply to himself, consists of examining 
his own political and cultural ideals in relation to those of his 
clients. We are not at this point so far from medical matters as 
may appear at first sight, for in countries undergoing political 
and social change, particularly of a revolutionary character, 
doctors and health workers form an important part of the élite 
which stands in the van of progress. As a result, their aspirations 
may be projected so far ahead of those of the public at large that 
there is a lack of sympathy on the part of the ¢lite for the con 
servatism of the masses. It is of course true that peasants are 
often backward and ignorant ; but the health worker who knows 
how the difference between his own outlook and that of his clients 
has come about is in a better position to help them than his less 
sensitive colleagues. 

I have tried to show that the anthropologist’s experience has 


directed his attention to two main types of sociological question in 
the field of health education. First, the health worker trying to 
influence a particular community must achieve an understanding 
of its structure. Second, the health worker must come to ap 
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preciate the extént to which his own beliefs and activities affect 
his relations with his public. ‘There remains one further anthro- 
pological point to be made. Health education is an attempt to 
raise levels and standards of health; but the health of men in 
society is partly an aspect of their adjustment to one another 
and to the economic and social institutions by which they live. 
It follows that, just as the anthropologist uses the working assump 


tion that groups and institutions in a given society are in a state 
of mutual interdependence, so the health worker must also learn 
to adopt a rounded approach to his problems. 

We may consider a very simple example of the extent to which 
the health worker needs to consider a wide range of social and 


economic facts in relation to a particular problem. Peasants are 
found to be short of certain nutrients and, in consequence, are 
to be induced to cultivate and eat a new food. How would grow 
ing a new crop affect the existing agricultural system technically 
and ritually? What land, labour, and other crops would the 
people need to sacrifice in order to grow the new crop? What, 
in effect, would be the real cost of growing it ? How far is the 
new food adaptable to existing methods of preparing, cooking, 
and serving food ? Are there any magical or religious reasons 
why people may find difficulty in accepting a particular new 
food ? If food is used in exchanges of gifts between individuals 
and groups, will the introduction of a new food hinder these 
exchanges ? How will a new food affect the diet, and possibly 
in consequence the status, of different categories in the com 
munity: male and female, old and young, noble and commoner ? 
There is little point in extending the list of questions ; they are 
obvious as soon as one begins to consider the ramifications of 
social facts. Yet while it is comparatively simple to establish the 
principle that the activities and groupings of men in society are 
interconnected, the anthropologist looking at work done in the 
field of health education must sometimes wonder whether the 
training of health workers and the administrative system within 
which they function allow them to make use of the principle. 

I have not attempted to discuss in this article the enlistment of 
anthropologists by medical services. I have suggested only that 
the sociological reflexions to which the anthropologist’s study of 
health education gives rise may be a guide to health workers 
themselves in their own efforts to solve their problems. The 
anthropologist has no private magic for pulling rabbits out of 
hats ; the problems involved in changing beliefs and practices in 
the field of health are for the health workers to attack ; but the 
experience of anthropologists is available if health workers 
want it. 








CANCER EDUCATION IN CANADA 


By MALCOLM DONALDSON, F.R.CS., F.R.C.O.G. 








In 1931 the Canadian Medical Association set up a sub-committee 
to consider the formation of a national organisation to fight 
cancer. 

As a result of the findings of this sub-committee, the Medical 
Association in 1937 passed a resolution which resulted in the 
formation of the Canadian Cancer Society, which has the follow- 
ing objectives: 

(a) The education of the public in the early symptoms of 
those forms of cancer which are amenable to effective 
treatment. 

(b) To deal with “ welfare problems” as they apply to the 
cancer patient. 

(c) To raise funds for the above purposes, and also for the 
work of the National Cancer Institute of Canada. (The 
National Institute is a purely medical and scientific 
body, chiefly concerned in cancer research.) 

It will be seen, therefore, that in Canada, cancer education has 
from the beginning had the backing of the medical profession. 
Since its formation, the Canadian Cancer Society has developed 
very rapidly, and gone from strength to strength. 

I was privileged to attend the annual meeting in Ottawa as a 
guest on June g and 10, 1955. 

During the year 1954 the Society collected by voluntary con 
tributions $1,623,958, and, in addition, bequests, investments etc. 
brought the total income to $1,768,189 (approx. £589,396). All 
its contributions are voluntary and it receives no financial sup- 
port from Government sources. This is a very remarkable figure 
when it is realised that the total population of Canada is less than 
sixteen million. Of this sum, no less than $338,975—i.e., over 
£118,000—was spent purely on cancer education. There are 
over 360,000 members in the Society who carry out “ welfare 


duties” as well as education. ‘This is a great advantage because 
the fact that people can do something for the individual sufferers 
of the disease makes the volunteers more interested in the subject 
of cancer, including cancer education. 

What then are the results of these wonderful efforts ? There 
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is no doubt it has diminished cancer apprehension, and people 
talk about it as they would any other disease, which is in marked 
contrast to the “hush hush” attitude which is doing so much 
harm in this country. 

Is there any evidence that patients are seeking advice with less 
delay ? Statistics suggest very strongly that this is so. 

Ihe following are figures published by the Department of 
Health for the province of Ontario. 


Stage of Disease at Registration 
(Treated cases, excluding recurrencies) 


Cancer of the Breast 


1943-1947 1948-1952 1953 
Stage Percentage Percentage Percentage 
I 24°4 31°7 30°6 
2 28-6 399 32:8 
3 18-4 17°! 18-7 
not staged 28-6 11-3 17°9 


Cancer of the Cervix 
1943-1947 1948-1952 1953 
Stage Percentage Percentage Percentage 

I 19°6 26-8 35°8 

2 30°1 348 34°4 

3 32°9 25°2 22°0 

4 11-7 98 54 
not staged 57 3°4 2°4 


A study of cach annual report shows that there are fluctuations 
from year to year, but the trend towards “ earlier stage’”’ cases 
seems to be quite definite. 

It is true that the percentage of “ unstaged”’ growths among 
the breast cases is high and complicates the comparison. 

It might be argued that some of the improvement is due to less 
delay on the part of the doctors and hospitals after the first 
consultation. Since 1951 these reports show the “ median” delay 
caused by this factor. It is true that the “ median” delay from 
this cause has improved, especially in the case of cancer of the 
cervix, but at no time was it more than a small fraction of the 
whole, and rarely exceeded one month. 

Further evidence of improvement in the “ stage” of the disease 
at time of treatment is to be found in an article by T. A. Watson 
published in Canadian Health Journal, October, 1951, Vol. 42, 
concerning cancer in Saskatchewan. In this article he gave the 
percentage of Stage 1 and Stages 1 and 2 combined for the years 
1931-49 grouping the results in 6 year periods. 
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Cancer of the Cervix 


Stage: — Stages 1 and 2 combined 
1931-3 25% 55% 
1938-43 29% 60% 
1943-49 28% 71% 


Cancer of the Breast 


Stage 1 Stages 1 and 2 combined. 
1932-37 31% 67% 
1938-43 31% 71% 
1944-49 35% 82% 


He concludes the article by stating “ Patients suffering from 
cancer of the sites surveyed (lip and skin were also surveyed and 
showed the same improvement) are presenting themselves at an 
‘earlier stage than previously’.” 

rurning now to the “duration of symptoms” before treat- 
ment; again there seeems to be some definite’ evidence of 
improvement. ‘There are two ways of assessing this: (1) the 
median delay in months, and (2) the percentage of patients 
treated in less than one month, one to two months, etc.; of 
these the second method seems to me to be the more reliable. 
The “median” figure varies with the stage of the disease, as 
might be expected. 

In 1951 the “ median” figure for delay in reporting Stage 1 in 
cancer of the breast was 3.5 months, but for Stage III was 8.5 
months. In 1953 the figures were 2.1 and 8.5 months respectively. 
Judging, however, by the percentage of cases treated under one 
month the improvement seems to be more definite. In 1951 the 
percentage of patients treated for cancer of the breast all stages, 
in less than one month from the time symptoms were first noticed 
was 12.4 percent. In 1952 it was 14.3 per cent and in 1953, 24.5 
per cent. The same improvement was shown in the figure of 
those treated between one and two months after symptoms were 
noticed. 

In the cases of cancer of the cervix (the numbers are small) 
there is likewise an improvement, but the percentage of patients 
treated in less than one month and between one and two months 
lags greatly behind those treated for cancer of the breast. In 
1951 only 2.9 per cent were treated in less than one month 
from the time symptoms were first noticed, 12.9 per cent between 


one and two months. In 1952, 4.8 per cent were treated in less 


than one month and 12.0 per cent between one and two months. 
In 1953. 8.8 per cent were treated in less than one month and 24.6 
per cent between one and two months. 

It would seem from all these figures that the Canadians are 
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justified in believing that cancer education is producing more 
early stage cancer growths for treatment ’ 


Since Canada with a small population is able to do so much in 
connection with cancer education, why is it that in this country 
with a population three times the size so little is being done o1 
even attempted ? Not only is Canada doing a great deal, but othe 
smaller countries, e.g., Norway, are taking this subject seriously. 
It is commonplace to find in the Norwegian ne wspapers headings 
such as “ Have I got Cancer ?”’ and then follows an article bring- 
ing in the chief points. ‘The Norwegians as a race can hardly be 
described as neurotic, or over-concerned about their health. 

In August 1953 the Ministry of Health in this country, after 
years of careful thought on the matter, sent a memorandum to all 
local Health Authorities—who, under the act of 1946, are respon- 
sible for all health education among the public—to encourage 
them to set up schemes of cancer education, and as far as possible 
to judge the results statistically. It is, I think, obvious from 
the Memorandum that the Ministry va that until reports from 
the local authorities are available, it would be unwise for the 
Ministry to undertake a national coiasiilinn Unfortunately, there 
appears to have been a very poor response to the Ministry's letter 
of encouragement. 

When one inquires why this is so, there are, of course, many 
excuses put forward. Undoubtedly, many of the Health Depart- 
ments are overworked and understaffed, although a refusal to 
have a scheme carried out for them is not unknown. Another 
explanation is that some of the general practitioners in their 
area are against it. It is understandable that an M.O.H. is 
unwilling to quarrel with G.P.s over a controversial subject, 
when he requires their co-operation for so many other things. 
There is also a question of finance, and constant demands to 
keep down expenses. It has even been argued that since cancer 
is so often a disease in old people, it is uneconomical to spend 
money on keeping them alive. This is a poor argument, because 
among women a very large percentage of those suffering from 
cancer of the breast or uterus are in the forties or fifties, and to 
prolong the life of any of these women is a financial asset. 

Why, then, are some general practitioners and a few other 
members of the profession against it ? As a result of a question- 
naire sent out from the headquarters of the British Empire 
Cancer Campaign to all general practitioners, 76 per cent did not 
reply and of the 24 per cent who did reply, the voting was almost 
exactly fifty-fifty. It is perhaps understandable that some of the 
leaders of the profession do not wish to commit themselves 
publicly over a subject which is not very popular, whatever their 
real conviction, and prefer to sit on the fence. In the case of the 
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general practitioner, I think it is due to want of opportunity to 
study the question. On an average, a practitioner sees about 
ten cases of cancer a year. Probably eight of those will be in an 
advanced stage when first seen, and thereafter he sees them almost 
daily, and can do nothing for them as they slowly die. Is it to 
be wondered at that he or she takes up a “ defeatist attitude ” and 
hopes that he can keep knowledge of all this hopeless misery from 
the public by a hush hush policy? They are waiting for a 
miracle in chemotherapy to occur, but meanwhile many lives are 
unnecessarily lost and millions of people are worried by “ cancer 
apprehension’ which could be mitigated by cancer education. 
Emerson was correct when he said “ knowledge is the antidote to 
fear.” 


A LEGAL DILEMMA 


fue Chief Sanitary Inspector of a London Borough has con 
tributed the following story: Many years ago a plan was sub- 
mitted to his department of a conversion of a house showing a 
W.C. pan in a bedroom. The architect stated that his client 
wanted it that way, and considered it most hygienic. He was told 
it could not be allowed. Subsequently the plan was re-submitted 
with the word “bedroom” deleted and “W.C. apartment ” 
inserted in its place. ‘he architect said that his client claimed 
that, although there might be a law prohibiting the fixing of a 
W.C. pan in a bedroom, there was no law to stop him sleeping in 
a W.C, apartment. 
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Refresher 





CORONARY THROMBOSIS : 
A MODERN EPIDEMIC* 





By J. N. MORRIS, M.A., M.R.C.P., D.P.H., 


Director, Social Medicine Research Unit, Medical] 
Research Council, London Hospital 





IHE term “ coronary thrombosis” is used to cover a wide variety 
of conditions. ‘They range from slight pain and discomfort on 
effort—mild angina pectoris—at one extreme, to, at the othe 
extreme, the small minority of heart attacks which cause sudden 
death in apparently healthy men. ‘The underlying processes of 
these are the same. ‘The coronary arteries are the vessels in the 
heart itself which supply nutriment and oxygen to the heart 
muscle. It is exceedingly common for these vessels to be affected 
by the disease called “ atherosclerosis.” In this, the lining of the 
arteries becomes thickened and hardened, and the bore of the 
vessels may be narrowed ; but we do not know how much this 
matters in middle age, provided there are no complications. The 
main complication is thrombosis, or clotting of the blood in a 
coronary artery ; this produces a block that stops the further flow 
of blood, and thus deprives part of the heart of its normal supply. 

It is at this point that another element becomes particularly 
important—the richness in reserve arteries, and the ability of these 
to by-pass the obstruction and take over the nourishment of heart 
muscle which has lost its own blood supply. We need always to 
bear in mind the dynamic nature of these various processes. 


* Broadcast on the Third Programme, December 1, 1955. Reprinted from 
The Listener, December 8, 1955. 


30 





Depending on their degree and rate of development, and on the 
capacity of the body's defences and reserves, so will the clinical 
picture vary; in one man a coronary thrombosis may cause a 
minor pain in the chest, in another a mortal illness, in another 
no symptoms or disability at all. 

How common coronary thrombosis is we know only roughly; a 
study among men doctors indicated that one in five of them may 
expect to suffer from it before they are sixty-five ; but this figure 
is probably higher than the average. In Britain as a whole it is 
reported to cause 15,000 or even 20,000 deaths a year in men under 
sixty-five. Coronary thrombosis bears the largest share of respon- 
sibility for the recent remarkable trend of mortality among the 
middle aged men of this country and much of the western world. 

A hundred years or so ago, when reliable vital statistics began 
to be published, the death rate among men at fifty-five to sixty- 
four years of age was about 10 per cent higher than that of 
women. (It is difficult to define middle-age, but fifty-five to sixty 
four would be included in any definition.) Now the excess deaths 
among these men, compared with women, is about go per cent, 
and it is worsening. That is to say, we are approaching the time 
when for every woman who dies in her late fifties or early sixties, 
two men will die. Most of this deterioration in the record of men 
when compared with women has occurred in the last twenty years. 
During this period, which has seen more advances in medical 
treatment than the rest of history put together, the female death 


rate in middle age has fallen satis ictorily. But corresponding 
male mortality rates have fallen much less: it is possible that those 
of professional and business men in the top social class have not 
fallen at all. What has been happening? ‘These unexpected 
trends reflect something of a biological revolution, the main 


responsible elements in which are three diseases particularly 
affecting men, and very common in middle age: duodenal ulcer, 
cancer of the lung, and coronary thrombosis. Of these, coronary 
thrombosis is the biggest single factor in the strange modern 
course of male mortality. Women enjoy remarkable freedom 
from this disease before their menopause ; and thereafter suffer 
less than men, at any rate until old age. 

Recently there have been promising advances in the treatment 
of coronary thrombosis, and considerable refinements in diagnosis. 
But the detection of the disease before it strikes still usually 
eludes us. Not that it is at all clear what should be done when it 
is discovered thus early. In both the United States and the Soviet 
Union great store is placed on the periodic examination of healthy 
middle-aged men to try to discover latent disease. But there is no 
published evidence, so far as I am aware, that those examinations 
have any value against coronary thrombosis, or such a related con- 
dition as high blood-pressure. 
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Causes and Prevention 

What do we know about the causes ? Or, to put the question 
in a more positive way, what are the possibilities of preven- 
tion ? In preventive medicine, broadly speaking, there are two 
approaches which are complementary: first, to discover specific 
preventives—such as vaccination against smallpox, or giving 
vitamin C against scurvy. ‘The second approach is to identify 
social conditions and ways of living which, there is strong reason 
to believe, engender disease, and to change these conditions: 
overcrowding, for example, which leads to a high incidence of 
chest infections ; drinking of polluted water which causes bowel 
infections ; most generally, poverty, which underlies so much of 
disease and death in childhood. It is conceivable that at some 
future date men will take a pill each morning to stop their blood 
from clotting too much (and another to stop them bleeding.) 
But the discovery of specific prophyl: ictics against coronary throm- 
bosis cannot be commanded. ‘They may be discovered at any 
time, or never. ‘The alternative approach is at present much 
more hopeful: to alter our way of life. So let us look at what 
is now being learnt about this. To do so, we must change our 
angle of vision, stop looking only at single patients, and begin 


look at groups and populations. These provide us with the 
‘natural experiments ” that illustrate the effects of differences in 
ways of living. From groups that have much of the disease, and 
groups that have little of it, we may be able to learn how it is 


we acquire coronary thrombosis, and how to protect ourselves 
from it. 

The principal, and crucial, observation which has been made 
in studying populations is that (in the jargon of the nineteen 
fifties) “ under-developed” peoples suffer less, and apparently 
much less, coronary thrombosis than do more advanced, more pros- 
perous, western peoples. ‘Thus, the rural Guatemalans who have 
been studied in Central America, and Bantus in South Africa, 
seem to have very little coronary thrombosis. The story is the 
same with the Okinawan islanders observed in the last war, and 
with the natives of Uganda, or of Jamaica, when their prevalence 
of coronary thrombosis is compared with what is commonly found 
in the West. There is good reason to suppose that these advan 
tages are not merely racial or climatic. The Negroes of the 
United States, for example, suffer severely. ‘The rural Japanese 
apparently have little coronary thrombosis—their town dwellers, 
more. Western Jews in Israel suffer much, but the immigrants 
from North Africa and Asia apparently do not—or not yet. 

In the attempt to understand these differences attention has 
been focused on the diet of the various poverty-stricken popula- 
tions I have mentioned, in particular on its low, often exceedingly 
low, content of fat. In this country we commonly take about 
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35 per cent of our total energy from fats, and this is almost a 
hallmark of a high standard of living. Some of the other peoples 
I have referred to get only 15 per cent, or less. Does the secret 
lie here ? 

The first thing to say is that there is no longer any doubt that 
there are connections between the way the body deals with fat, 
and the occurrence of coronary thrombosis (apart from the ques 
tion of obesity which I shall not be discussing.) ‘he disease ol 
the lining of the coronary arteries, which is the basis of all the 
trouble, contains a great deal of fat. Addition of fats to the diet 
is the basis of the experimental production of coronary artery 
disease in animals. Men who have had a heart attack tend to 
have particularly high levels of fat in their blood and to transport 
it differently from control subjects. There are intimate relations 
between fats and blood clotting. And so on. 

However, information of this kind is not of much general 
interest. What is wanted is the answer to the much simpler 
questions, does the habitual consumption of diets rich in fat (and 
particularly the more expensive animal fat) lead to epidemic 
coronary thrombosis ; does the habitual consumption of diets poor 
in fat result in little of this disease ? A confident answer cannot 
yet be given to these questions. ‘This was much the conclusion 
reached by a study group I attended a week or two ago called by 
the World Health Organisation. After closely examining the 
evidence, this meeting found it impossible to agree, in the present 
state of knowledge, that a change should now be made in western 
diets, either in fat content or in any other respect, as protection 
against coronary thrombosis. ‘The difficulty lies in trying to 
isolate one factor, the diet, and one element of that, the fat, 
when there is mounting evidence that several factors are operat 
ing. The life of these Guatemalan peasants and Bantu labourers 
is different from our own in so many other respects in addition 
to the amount and nature of the fats they eat. ‘These othe: 
differences, also, may be related to the infrequency of coronary 
thrombosis among them. 

To come nearer home: while it seems to be true that coronary 
thrombosis is far commoner in the West than in more primitive 
peoples, western populations, though all taking high fat diets, 
apparently have a widely varying incidence of the disease among 
themselves. The United States, Canada, Australia, and New 
Zealand (quite a mixture of countries, this) seem to have sub 
stantially more than we in Britain, while we have substantially 
more than Denmark and Norway. Within our own country, the 
higher mortality in professional and business men is unlikely to 
be explained simply by excesses in diet; and, even less so, the 
differences which are now being identified between the hearts of 
clerks, say, and of miners and agricultural workers; the advan 
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tages enjoyed by farm labourers in particular. That is to say, the 
question about the fat content of the diet, as usually put, may 
be altogether too simple. 

The suggestion that fat consumption does not operate in isola 
tion, that there is room for manoeuvre within high fat diets, is 
important on practical grounds. Preventive medicine is far more 
likely to achieve results with a programme moderately to control 
diet and other ways of living (should such a combination of 
factors prove to be effective) than by recommending the drastic 
change of diet alone. 


A Chairborne Generation 


Let us consider some of these other aspects of the environment 
and way of life: first, the amount of exercise a man takes ; 
though so far this has been studied only in terms of physical 
activity of work, ‘This is a question in which I have been particu 
larly interested. We made the observation a few years ago that 
physically active workers, such as postmen and bus conductors, 
had less coronary heart disease than sedentary workers, like clerks 
and bus drivers. More important, what disease the active men 
had was less severe and, especially at younger ages, there was fat 
less sudden death among them than among the sedentary. In 
general, “ heavy ” workers, skilled and unskilled, were found to 
have lower mortality from coronary thrombosis than “ light” 
workers, with intermediate grades falling in between. 

Clear enough ; but two questions immediately arise which illu- 
strate the difficulties of this kind of investigation. People change 
their jobs for all manner of reasons; and this raises many tech 
nical research problems that are not nearly so easy to overcome 
as they may sound. The other difficulty is once again this ques 
tion of disentangling a single factor from a complex: the difference 
in physical activity between, say, delivering the post, and clerking 
in a government office, is only one of many, obvious and not so 
obvious, differences between these two occupations. Any one or a 
cluster of these other differences may be more relevant to coronary 
thrombosis than is physical activity. And there may be a very long 
term process here ; because, from the start of their working career, 
different kinds of people are attracted to different kinds of jobs, 
and these preferences may well be associated with greater or less 
susceptibility to coronary thrombosis. However, these problems, 
too, must be tackled as the next phase of the study is attempted 
to assess whether physical activities we engage in outside our 
work, particularly in leisure enjoyments, afford any protection. 
This is where the answer may lie for the army of “ light” workers 


and the chairborne who increasingly make up our working popu- 
lation in our second industrial revolution—with its multiplica- 
tion of machine power and mass production, growth in the scale 
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of enterprise and of bureaucracy, and rise in the professions. 

So far, | have hinted only indirectly at stress and strain, what 
is called the pace of modern living, as a possible factor, another 
element to be considered in that epochal social change of our time 
which must be responsible for the biological changes I have refer- 
red to. I wish I had something useful to say about the psycho- 
logical aspects. A recent study at Harvard on this subject, from 
which much was hoped, reported with a string of dismal negatives. 
There are no facts on the emotional aspects of coronary throm- 
bosis, and few hypotheses have been formulated that can be 
tested: an all too common situation, it must be admitted, in this 
no-man’s land between psychology and bodily disease. 

Perhaps you would like to hear something about tobacco ? 
After rather indecisive enquiries over many years, a large-scale 
study was reported recently in the United States. It indicated 
that middle-aged men who smoked half a “ pack’ a day or more, 
had considerably higher mortality from coronary thrombosis than 
men who did not smoke at all. The mortality among the non. 
smokers, however, was still very high—another illustration this, 
how there is no single or simple answer to the problem of the 
aetiology of coronary thrombosis. 

i must make one point of a different sort. Among non-medical 
people I meet, there is a widely prevalent idea that research into 
the possible connections between diseases like coronary thrombosis 
and the way people live is a leading activity of modern medicine. 
This idea is wrong. Many of the London Teaching Hospitals, 
for example, give little support to investigations such as I have 
been describing, and there are great provincial schools where the 
record is similar. This is undoubtedly one of the reasons for the 
slow progress being made in preventive medicine, and for its 
prevalent pessimism, compared with the massive achievements 
and faith in the future of the clinical branches. This situation 
is not accidental: the causes lie deep in the social and academic 
structure of medicine and in its recent intellectual history 
particularly its highly successful struggle to become more scientific 
through laboratory experiment. But there it is, and there is no 
likelihood of any rapid change: which is a pity, surely; for, un- 
satisfactory and inconclusive though such studies as I have 
described so often are, they do still offer our best hope of finding 
what we are all groping for—some rules for healthy living in 
middle and old age, and some sort of rational, long-term hope 
for a National Health Service which will be able to turn more to 
constructive and preventive work. 


New Diseases for Old 


As the old public-health problems are controlled —and even 
before—new ones have arisen. Manifestly there is something 
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wrong. Our situation is in many respects not unlike that which 
the pioneers and founders of preventive medicine had to face ; 
in our ignorance, the lack of experience on which to build, ou 
inability to apprehend the nature of the changes through which 
we are living. And like them, we too shall have to do a great 
deal of hard thinking if we are to find the strategy to deal with 
the problems of our time, problems that have changed remarkably 
within a generation. ‘The emergence of middle-aged men as a 
“ vulnerable group ” is the most startling occurrence for a public- 
health movement whose ideas on prevention are based largely on 
such experiences as maternity and child-welfare work. More 
important is to grasp that we are dealing with a different social 
situation. The nineteenth-century epidemics, bred in poverty 
and malnutrition, arose from failures of the social system. The 
wave of tuberculosis that followed the industrial revolution and 
the ubiquitous rickets of the Victorian slums could be regarded 
as passing faults of society: there was hope and confidence that 
further social progress would mitigate and in time abolish such 
evils. But coronary thrombosis (and there is no reason to suppose 
it is unique), with its origins apparently in high living standards 
and our means of achieving these, seems to be arising from what 
we regard as successes of the social system, and from the essential 
processes of our new industrial society. ‘There is every reason to 
expect that, as social progress continues along its present lines, 
we shall have not less coronary thrombosis in the future but more. 

Over and above that, it is becoming clear that in the modifica 
tion of personal behaviour, of diet, smoking, physical exercise, 
and the rest, which look like providing at any rate part of the 
answer, the responsibility of the individual for his own health will 
be far greater than formerly. It will not be possible to impose 
from without (as drains were built) the new norms of behaviour 
better serving the needs of middle and old age. ‘They will come 
about only in a new kind of partnership between community and 
individual. And if it turns out that the “ wisdom of the body and 
understanding of the heart’ begin with a rather dull moderation 
in all things, perhaps even that is not a negligible message from 
preventive medicine to these over-excited times. 
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INTEGRATED HEALTH EDUCATION 
IN THE SOVIET UNION 





By JOHN BURTON 
Medical Director, The Central Council for Health Education 





I went to the Soviet Union in September 1955 with a delegation 
of fourteen other doctors mainly interested in preventive medi- 
cine. We made a journey covering some eight thousand miles, 
from Leningrad to Moscow, Tashkent, Samarkand, Sochi, Stalin- 
grad, back to Moscow and finally to Leningrad. ‘This immense 
journey took three-and-a-half weeks, the rush was considerable, 
and we were not able to see anything in great depth. We saw 
a variety of organisations and institutions, and talked formally 
and informally to many people. We examined in some detail 
places where health services were functioning, such as polyclinics, 
hospitals, factories, the streets, the parks of culture and rest, the 
beaches, the homes of the people, slums and good apartments, rest 
homes, farms and schools. In all these places one was aware of 
the impact which health education had had on the lives of the 
people. The most important thing about health education in 
Russia is its universality. It is part of all health work and an 
important ingredient in much of what can only be described as 
“ the done thing” 

“Good form” or “ what is done” they call “ being cultural” 
It is a force of the utmost importance, and an appreciation of its 
influence explains many of the features of Russian behaviour 
in health, as in other matters. It is a widespread classless etiquette 
built up on the basis of endless discussions at meetings of trade 
unions, at polyclinics, schools, neighbourhood groups, etc. Being 
created in this way, what is “ cultural’ may change fairly rapidly 
and is certainly much more dynamic than the rather subtle con- 
servative class-determined etiquette practised in other countries. 
Its conscious nature means that it can be brought to bear fairly 
rapidly on almost any aspect of behaviour and produce changes 
far more effectively than legislation or police regimentation. 
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Keeping fit, working harder than you need, shaving daily, putting 
litter in the bin, pioneering the virgin lands, gare men. others, and 
accepting criticism are all very “ cultural”. To be well informed 
in, and well behaved in, health matters is also highly cultural. 


Ends and Means 

I was interested to find out what the Russian doctor considered 
to be the purpose of medicine. The reply was not, as one might 
expect, the alleviation of suffering: the aim was to raise the 
standard of living. From this it was quite easy to understand 
why prevention takes precedence over cure, and it is good form 
for a doctor to think that way. 

This outlook also explains why in Russia the health services 
are not divided into cure and prevention as they are in England, 
with hospitals and general practice on one side and public health 
on the other. Their divisions are paediatrics, adult medicine and 
environmental sanitation. Prevention and cure in these fields 
are carried on simultaneously in the same. building, namely the 
polyclinic. In trying to explain our delegation to a Russian 
doctor, I said we were specialists in preventive medicine. He 
replied “ What do the other doctors do ?” 

But perhaps the most important thing from the point of view 
of health education is that every health worker, nurse, doctor, 
Sanitarian or surgeon, studies health education during his train- 
ing. 

The student should come to his medical education with con- 
siderable knowledge of human biology, because health education 
is part of general school curriculum, and one sees very rapidly 
that the standard of this is high. It is based on hygiene ane pre- 
vention but includes the study of disease processes. 

What is the aim of health education in the Soviet Union ? 
Like the aim of the whole of medicine, it is primarily, they 
say, to raise the standard of living of the people. The Russians 
are as firmly convinced as Florence Nightingale was that system- 
atic and planned health education plays an all-important role 
in raising the hygienic standards. Like that great pioneer, they 
are not content with teaching people the facts: they are concerned 
with behaviour. It must improve what people do by increasing 
their knowledge and power to choose. 

Talking to their health workers, I felt that they were fully 
aware of the difficulties and dangers. They appreciate that 
health education must not create undue anxiety about health 
matters but must alert those who are unaware, or who take things 
too easily, to the dangers they are running. In this connection I 
was most interested to hear from the chief medical officer of 
Stalingrad that they take folk medicine quite seriously and investi- 
gate carefully beliefs and superstitions that they encounter. 
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Education for Childbirth 


One of the most interesting developments in their work was in 
connection with childbirth. Here they have been thoroughgoing 
in applying the principles originally enunciated in this country by 
Dr. Grantly Dick Read. The system of natural childbirth through 
mental and physical relaxation is now almost universal. It in- 
volves the thorough education of the mother during her preg- 
nancy, the sustaining of this education during delivery, and the 
continued education of the mother in bringing up her child. The 


A selection of instructional posters on maternal and child health. 


purpose of this education is to allay anxieties which give rise to 
the “tension pain syndrome ”’ and enable the mother to be fully 
conscious during the birth. They call it psychoprophylaxis. We 
saw evidence of this in the polyclinics, where in the obstetrical 
department charts showing the course of childbirth were displayed 
on the walls, and we understood that in individual and group 
discussions with the doctor the patient was given a full explana- 
tion of the course of childbirth, what to expect and what to do. 
The psychological conditioning was backed up by practice in 
physical relaxation. Breast feeding and how to bring up her 
child also formed part of this training. But particularly during 
this period she was taught the elements of how to care for her 
own health during pregnancy. I was privileged later to watch 
delivery in one of the hospitals, where the system of Dick Read 
was fairly closely followed. 
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In addition to these practical lectures and demonstrations 
correspondence courses are available, of which something like a 
million are in course of progress each year. The mother receives 
a dossier consisting of some books with questions at the end, and 
she is invited to read the chapters and discuss them with her 
husband, grandmother and suchlike people, and then for the 
family to answer the questions at the end of the book and submit 
the answers to professors who are employed by the health educa- 
tion centres. These are generally used by mothers who cannot 
for one reason or another attend regularly at the ante-natal clinics. 
Such mothers may get help from time to time from the visiting 
nurses, similar to our health visitors, who contact them in their 
homes when possible. The courses also cover instructions in 
infant care and home nursing of children, and the prevention of 
accidents. But the virtue of this idea is that it gets into the 
family, just like a child’s homework, and is done by everybody. 

Further education designed for the mothers of young children 
is, of course, mainly carried out by the children’s polyclinics. 
Here there are the usual displays of posters, leaflets, illuminated 
screens and little exhibits, but the most remarkable item I saw 
was a wall newspaper. It consisted of photographs of children 
with captions beneath. It was explained to me that these were 
pictures of clinic attenders and that the captions beneath stated 
quite frankly “ Baby so-and-so is over-dressed ”, or “ Baby Ivan 
las just started taking cod-liver oil and likes it”. Parents bring 
the pictures, and the editor of the wall newspaper makes dis- 
armingly frank comments. Discussions and lectures are also held 
by paediatricians at these centres. The people I talked to were 
very keen to emphasise that the subject matter of lectures was 
not purely the physical care of children from a health point of 
view, but included questions of behaviour and emotional develop- 
ment, what they refer to as the development of the higher nervous 
system. 


The polyclinic, being the main centre from which all medicine 
is practised, is ideally suited to this educational work as it is 
the normal place to go and enjoys all the prestige associated with 
medicine. Most polyclinics in addition run general study groups 
of local citizens and it is from these groups that the public opinion 
on “what is done” in health matters often gets its impetus. 


Health Education of the Patient 

An example of another problem confronting health education 
in the polyclinic was the failure of some patients to carry out 
the doctor’s recommendations. It was assumed that all patients 
wanted to get well quickly. ‘Therefore they attributed this failure 
to partial understanding on the part of the patient of what was 
required of him, and also to the apprehension which he often 


40 





felt, which clouded his capacity to listen to the doctor’s explana- 
tion. The failure might lie in the home environment. 
Education of the whole family of the patient was often considered 
necessary. If the interview was taking place at home the family 
would be called in to listen to the explanation ; or if the patient 
was in hospital or at the polyclinic, and it was thought necessary, 
the district nurse rage be sent round to carry out the explana- 
tion to the family, or possibly the physician might go himself. 





Soviet Weekly photograph) 


The waiting room at a children’s polyclinic in Moscow 


Another form of education which goes on in the polyclinic is 
the therapeutic group talk. For this a group of patients suffering 
from a similar ailment are gathered together and the disease 
from which they are suffering is discussed with them. First it 
usually involves a description of the disease in simple terms. 
hen there is a period of questions, and finally a period of discus 
sion on what to do about it. ‘This is thought to help greatly in 
allaying anxiety and gaining intelligent co-operation. In the 
children’s polyclinic the mothers of children suffering from 
similar illnesses will also meet. ‘The children’s polyclinic being 
both a curative and a preventive establishment, the patients come 
not only in times of distress but also for their immunisations and 
for general advice. The atmosphere is very informal and mothers 
sit around ina comfortable waiting room, usually decorated with 
aspidistras and lace curtains, and there they listen to the talk, 
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and discuss their difficulties. In all these polyclinics the wall 
newspaper, que stion and answer board, and the display of trans 
parencies in a peculiar kind of case, somewhat like the stand from 
which one sells postcards in this country, are extensive ly used for 
health education purposes. 

Hospitals are not exempt from this health education drive, and 
they will put into practice similar group talks or individual talks 
for their convalescent patients. Big hospitals also run lecture 
courses of a general nature for the. public. They invite well 
known docuuss to give these lectures, and a list from one of the 
leading hospitals runs as follows: 

Problem of longevity 

Ihe fundamentals of rational nutrition 

Physical culture and health 

Achievements of Soviet medicine in 
diagnosing and curing cance 

Making childbirth painless 

A large ye 009 il would possibly have one of these lectures every 
day, and it was surprising to me that they said they were well 
attended. ‘They had no difficulty in getting an audience. 

The pattern of a general practitioner's visit to his patients is 
somewhat different from our pattern. The Russian general 
practitioner with whom one of my colleagues went visiting 
behaved as follows: After the preliminary greetings, she asked 
‘What is your temperature ?"’ and surprisingly enough the 
patient generally knew. ‘This was considered quite a reasonable 
question to ask and the doctor invariably accepted the patient's 
answer as correct. She then proceeded to take a history, followed 
by an extensive examination. ‘This took place stripped or semi 
stripped. ‘Ihe third part of the interview was the process of 
explanation, and this was carried out in considerable detail. The 
interview lasted about 20 minutes. It was quite obvious from 
the type of explanation that the patient was expected already to 
have a fairly good working knowledge of human biology and 
pathology. 


Industrial Health Education 

The place of work is another obvious centre where health 
education activities are carried on. ‘This includes hygiene, per 
sonal and general. It also covers accident prevention, prophyl- 
axis from disease, and first aid. The place of work in the Soviet 
Union, whether it is a factory, a building site or a farm, enjoys 
considerable prestige for this working-class community, and per 
haps it is for this reason that the opportunity is taken particularly 
seriously by the health educ ator. One had almost the feeling that 
they were ‘aiming at the “ biological engineer " concept put for 
ward in the Tennessee Valley project in the United States. The 
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industrial health worker, in co-operation with his specialist col- 
leagues, functions as the person who observes the causes of acci- 
dents, the causes of trauma and the causes of delay in treatment, 
and then thinks out the remedies for these problems of the work- 
ing life. 


An industrial polyclinic in Tashkent 


As for all the other physicians and surgeons connected with the 
health services of the Soviet Union, health education is part of 
their normal duty, and they are expected to look for opportuni 
ties in which health education can be done. It is systematically 
carried out through courses for young workers. Before entering 
a workshop or construction site every young worker goes through 
a period of induction training, and this is not purely a technical 
matter but contains a large proportion of instruction in industrial 
hygiene. The course covers accident prevention and his own 
personal health behaviour, such matters as nutrition, sleep, rest, 
and his protection from preventable industrial diseases. 


The education of the worker, however, does not stop there. 
The process is continuous, and the usual methods are used, such 
as lectures, the ubiquitous wall newspaper, posters, and a feature 
which is rather unique to the Soviet Union—banners and slogans 
in the workshop. The majority of these are devoted to propa 
ganda for peace, but in amongst them are several health messages. 
Workers are trained in first aid, and they are expected to be able 
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to render it to their mates. This is particularly true of dangerous 
occupations such as coalmining and construction work. The 
health educators claim considerable success not only for this 
induction type of training but for the general lectures given, and 
they claim to have cut down the number of infected injuries by 
as much as 36 per cent after one educational campaign. 

Since it is the general rule for women to work, attention is paid 
to the education of the expectant nursing mothers who are 
working. Provision is made for mothers to feed their infants on 
the premises, in a creche, which acts as the centre for this work. 


Question and answer board at a cotton mill, with enquiries about 
dysentery and colitis 


Apart from these personal approaches to the workers, there is 
also an excellent impersonal approach, and that is the question 
and answer board. In every shop there is a box into which the 


workers can post thei questions, and the next day will appeal 


authoritative answers. ‘These are read not only by the questioner: 
but by the others in the factory too. They concern all sorts of 
subjects, such as gastric ulcers, high blood pressure, neurosis, etc., 
etc. From what we saw in the few places of work we were able 
to visit, one could assume that the health education activities had 
produced results in terms of domestic hygiene and_ personal 
cleanliness of the workers and, very obviously, their attention to 
details of personal protection from injury. 


Health Education in School 


Health education is part of the school curriculum at all ages. 
[he work is carried out by the school doctors, who may devote 
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about half their time to it. In the early years the children are 
taught the rudiments of hygiene, and later on these questions 
of hygiene are gone into more thoroughly. The children learn 
about anatomy and physiology and also a certain amount about 
environmental questions, such as air, water, soil and prophylaxis 
against infectious diseases. This is merely meant to form a basis 
for further study in later years. 


Children’s posters tssued by a health education cenire 


The older children receive their health education mainly 
during the studies of human anatomy and physiology and also a 
certain amount. during their zoology studies. It will include con 
sideration of disease processes such as tuberculosis and even 
cancer. A teacher with whom I spoke seemed to find it one of 
the most interesting and attractive subjects which the children 
took. From my own observation in a rural school in Uzbekistan, 
theory and practice were not always very well linked up, and the 
lavatory accommodation and the washing facilities certainly 
would not have permitted children to practise hygienic habits. 
However, every child I saw was immaculately turned out. ‘There 
was nothing one could describe as a slum child. They were clean, 
decently dressed, well fed, alert, and as fine children as I have 
seen anywhere. 


Considerable care is taken with the in-service training of the 
people who practise health education. This becomes a matter 
for consultation between the doctor who attends the school, 
teachers in the neighbourhood and also the local House of Health 
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Education. ‘These local health education centres run seminars 
for the school personnel fairly regularly, and the content of these 
seminars will include recent advances from the medical aspects, 
and also practical training in the writing of wall newspapers, 
organising conferences and discussion groups, and the type of books 
they should have in the library. Many other methods are used 
for alerting school teachers on health matters. One of the subtlest 
I came across was a form used by the Turner Orthopaedic Insti- 
tute of Leningrad. This hospital school keeps detatled records of 
all accidents to children and notifies every head teacher annually 
of the number and character of accidents which have befallen his 
children. ‘The notification form is part of a leaflet outlining a 
programme for the prevention of accidents to schoolchildren. 

Another feature on the practical side is that children are en- 
couraged to criticise one another’s turn-out in school and also 
criticise their hygienic behaviour. This mutual criticism is a 
peculiar feature of Soviet life, and the fact that children are 
accustomed to it early makes some of the rather tough criticism 
which they mete out to one another comprehensible and possibly 
not so hurtful as it might seem in our culture. 


Health Education of the General Public 

Formal health education is also part of general adult education. 
I was present at a public lecture being given in a park, where I 
was surprised to see two or three hundred people listening to a 
paper on hypertension. 

Health education also figures, of course, in the work of other 
organisations, not only in such organisations as the Red Cross but 
at trades union meetings, at street group meetings and the various 
societies to which the population belongs. ‘hese meetings are 
generally organised by the local health education institute, and 
involve general subjects or quite specific subjects asked for by the 
group concerned. ‘The staff of the health education centre will 
lay on the facilities, including the visual aids, and will respond 
to the request by providing an important speaker. Here it should 
be mentioned that it is the duty of every Soviet doctor, irrespective 
of his status, to carry out at least four hours of health education 
per month. Many of them, of course, do a great deal more, but 
this is a bare minimum. ‘The doctors I spoke to enjoyed this 
aspect of their work and felt that it was personally one of the 
most worthwhile activities in which they engaged, as it brought 
them into direct contact with the public, and kept them abreast 
of the current views and the demands which the public make 
upon the medical profession 


Ihe most spectacular example of a mass campaign was malaria 
eradication in Uzbekistan. Professor Isaev, a Stalin Prize winner, 
and head of the Malaria Institute at Samarkand, described to me 
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his work over the last eight years. A survey was first carried out. 
Malaria, mostly malignant tertian, was widespread owing to 
extensive irrigation development and the periodic flooding of 
rivers. In 1950 the spleen rate among children was 80-90 per cent 
and the parasitic index 30—40 per cent (adults 3—5 per cent). Chis 
year in a scattered population of ten million only forty cases of 
malaria, and no malignant tertian, were notified. Mosquitoes 
have been eradicated. All standard measures for eradication were 
used simultaneously—drainage, spraying and mass medication 
150 anti-malaria stations were created, staffed by*500 doctors, 
1,500 auxiliaries and 4,000 unpaid volunteers drawn from the local 
population. An extensive programme of education was designed 


\ demonstration to medical students at a day nursery 


to explain the personal protective measures, such as self-medica 
tion, attention to standing water, the use of Gambusiae fish in 
reservoirs and tanks and the use of DDT. ‘The scheme was also 
designed to recruit and instruct volunteers to carry out surveys, 
spraying and drainage on a local scale. Full co-operation was 
received, as Professor Isaev put it quite casually—” Ihe people 
themselves freed themselves from malaria ” 


The Organisation of Health Education 


Lo appreciate the dynamics of this work it is important to 
understand the general pattern of the organisation of health 
education. ‘The main centres for the premotion of this subject 


are the local health education houses. ‘These exist all over the 
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Soviet Union. Most big cities have them and certainly every 
ee has one. They are staffed by people who have special- 
ised in health education, and they can act either on their own 
narra as when they are approached by a trade union or social 
group of that kind, or they act through health departments, 
polyclinics, hospitals, etc. “They are also publishing houses for 
the local brochures, books, leaflets, pamphlets and posters, which 
are circulated in enormous editions. Generally they are headed 
by medical personnel and work on a committee system, with repre 
sentatives of the various medical and sanitation institutions in 
the neighbourhood. As far as one could gather, close liaison is 
maintained with the other medical institutions, so that the health 
education centre is kept well informed of all developments occur- 
ring in the area. Contact is kept up with the education depart- 
ment, as they have a role to play in schools. The centre would 
also be responsible for rural health education, which in Russia 
is a tremendous problem owing to the vast distances and the 
relatively sparse population. The method here adopted is to send 
out mobile teams specially for the health education job, or to 
send health educators along with the visiting teams of physicians 
and surgeons who go at regular intervals to the remote localities. 

The personnel from the centre would be expected to find out 
the local problems and organise meetings, while the physicians 
and surgeons on the team will join in any lecturing which is 
necessary. Meetings in the rural areas are generally held in col- 
lective farms or in the rural hospitals, as these form very good 
social centres, and generally have excellent facilities for meetings 
In one I visited on a collective farm near Tashkent, there was a 
theatre sufficiently large to seat at least five to six hundred people, 
with projection apparatus, etc. The library also contained a 
large number of books on health as well as the technical farming 
literature. On these tours one of the aims is to gain participation 
in the work from the local inhabitants, and the training of first 
aid personnel is quite often one of the major objects. These 
health education centres also keep in fairly constant touch with 
the newspapers, the radio and suchlike other mass media of com- 
munication. Professor Bogolepova, at the Central Research 
Institute for Health Education, emphasised the importance of 
the local nature of this work. The peoples and epidemiology of 
the Soviet Union are as various as the country is immense, and 
she felt very strongly that only the local people could properly 
understand the local conditions, both psychological and physical, 


of these remote areas, and agreed that it was not good policy to 
make blueprint programmes for the whole Union. While aiming 
at as much uniformity as possible on medical theory and pro- 
cedures, the adaptation of these ideas and practices to local con- 
ditions was definitely a local responsibility. 
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Ihe panels of lecturers of these centres would generally contain 
people of high standing in medicine. This is of importance 
because one of the functions of the centre is the in-service training 
of their own staff. These workers, whether doctors, hygienists o1 
nurses, will have received a preliminary training in their medical 
colleges which will have included practical work. (As part of the 
district work, students in training are taken out and expected to 
be able to give lectures or lead discussions in factories, clubhouses, 
hostels, etc.) The experienced health educator, however, still 
requires further training and criticism throughout his working 
life, and it is for this that the health education centres cater. 


Soviet Weekly photograph 


A discussion group of physicians and health educators 


Perhaps the most interesting experience I had was addressing a 
meeting of some hundred health educators in the Central Insti 
tute in Moscow. The meeting, at which I delivered a paper, gave 
me a good impression of the type of person doing this work and 
the keen and informal way in which colleagues were prepared to 
discuss their problems. When my paper was over a discussion 
followed and this consisted of some the hardest hitting questions 
I have ever had to face. It was quite obvious that they were not 
used to giving any quarter where a paper reader was concerned, 
and that any vagueness was challenged and details of evidence 
required. It was at this meeting that I was able to introduce them 
to participatory methods developed at the Central Council, using 
the flannelgraph and the talkie filmstrip. ‘These techniques had 
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not been seen before in the Soviet Union, and they created great 
interest. Members of the audience came freely to the platform to 
take part in a problem-solving flannelgraph and, when this had 
been completed, acted out certain aspects of the sound filmstrip 
for the enjoyment of their colleagues. Russians like acting and 
do it well, and the sample interviews between a father and his 
daughter regarding the time she came in at night were carried 
out with great gusto and realism. As each pair took the platform, 
the audience settled down to attentive but critical silence and 
when they had completed their interview the audience expressed 
its opinions on the efficacy of the interview in no uncertain terms. 
Che meeting, scheduled for an hour, finally took three hours 
and a half, and it did not appear that any of the participants were 
in a hurry to leave. 

The confidence, enthusiasm and sense of achievement of these 
health workers was the most important experience I brought 
back from this gruelling visit to the Soviet Union. 


Central Research Institute for Health Education, Moscow 

Research in health education is notoriously difficult. The 
health education centres make a point of pre-testing material, 
investigating the knowledge and state of education of the people 
for whom they work, and also of testing the experiments once they 
are complete, to see whether any changes of behaviour have taken 
place. Leaflets are put out in two or three different editions for 
these testing purposes, and the methods found satisfactory 
through research are then disseminated rapidly to other health 
education workers by means of seminars and conferences. 

Of these institutes the Moscow Central Research Institute for 
Health Education is the most important. It has departments 
dealing with three main areas: work in schools, in medical and 
prophylactic institutions, and in industrial enterprises. On the 
technical side it has departments concerned with organisation and 
methods, research, visual aids (including the cinema), a press and 
radio department, and a reference bibliography library. The 
workshops attached to the Institute carry out publishing, exhibi- 
tions, photography and the preparation of transparencies. It 
bears, in fact, a close resemblance to the Central Council for 
Health Education, but on a grander scale and with much 
bigger resources at its disposal, particularly in the field of research. 
It has published numerous investigations into the opinions and 
knowledge of various groups and the effectiveness of written and 
visual media. The adaptation of materials for different educa- 
tional levels is taken seriously. ‘The criteria used for judging the 
comprehensibility and effectiveness of the methods are simple and 
practical. Do they produce specific hygienic behaviour ? Do they 
teach patients to carry out doctors’ orders? Has a relapse rate 
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been lowered in gastric ulcers ? Do they prompt people to apply 


in time for medical aid ? Is the message on a poster correctly 
interpreted ? Are hypertensives sticking to their regimen? Do 
they promote the desired changes in methods of infant care ? 
And so on. One interesting but somewhat shattering method of 
assessing the effectiveness of a lecturer was to carry out an inde- 
pendent survey of the interests of a group and compare this with 
the subjects chosen by him for his lectures. Dr. Kasakova agreed, 
however, that such evaluation was by no means an exact science, 
and that materials were more often based on the general impres 
sions of well informed local people. 


\ feature of which one felt not a little envious was that the 
nature of the Soviet health services makes it possible for the 
Health Education Institute to penetrate all fields of medical 
work, and to receive assistance equally well from outside 
organisations. -An indication of this interpenetration is given by 
the fact that in 1950 and 1952 some two thousand physicians of 
different specialties studied health education at the Institute. In 
addition to these, the Institute also trains specialists in health 
education, and these people take a three-year course at State 
expense \fter passing their examinations and presenting a 
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thesis, they are then eligible for the degree of Candidate of 
Medical Science. 

From a few figures which I was able to obtain from published 
information, it is estimated that during 1951 no less than 
16,500,000 talks and lectures on medicine were held, and they 
were attended by about 167,000,000 persons. In the same year as 
many as 3,100 titles of popular books and pamphlets on medicine, 
with a circulation of 46,500,000 copies, was achieved. The num- 
ber of health education broadcasts throughout the U.S.S.R. 
amounted to 50,000. I think these figures give some indication of 
the immense scale and importance which health education 
assumes in Soviet society. 


Conclusion 


Up to date I have tried to give an objective account of Soviet 
health education. It is based on observation, conversation and 
published material. My impressions were that the population 
looks robustly healthy, has a high regard for medicine and expects 
to be treated frankly by doctors. Doctors in their turn have no 
reservation about fully informing their patients and the public 
about health matters. It appeared to me from the general odour- 
lessness, tidiness and cleanliness, and the spotless way in which 
even the slummiest houses were kept, that the hygienic sense of 
the population is highly developed, but that they still have a 
long way to go with sanitary equipment. This may be partly 
due to having recently come from a very low standard, but it is 
also the result of the devastation of the war-and the immense 
building schemes which absorb new equipment. Another less 
obvious factor which may operate here, and certainly limits other 
aspects of health education, is an extraordinary prudery surround- 
ing excretion and, to a much greater degree, sex. Here there is 
definitely a negative pressure of public opinion so strong that in 
three weeks I saw only one couple even holding hands! We 
might find this pressure of public opinion oppressive, but on the 
other hand freedom to criticise one another or to criticise oneself 
in public seems to be a feature of the pattern of Soviet culture. 

As regards methods, they are up-to-date and practical, and 
employ most of the techniques which we know in this country, 
but on the side of public participation they have gone a great 
deal further and deeper. The media they use correspond closely 
to those used in other parts of the world but had for me a some- 
what old-fashioned look. However, the style is in keeping with 
the rest of the design prevalent in the Soviet Union and is ulti- 
mately a matter of taste. 

The assessment of results must remain a matter of extreme 
difficulty because vital statistics are either a State secret or do 
not exist in our sense. It is hard to know which—perhaps it is a 
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bit of both. The people we met could generally give us statistics 
for their own institutes but rarely had any ideas on national or 
international figures, and did not appear to be accustomed to 
thinking in statistical ways 
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Professor Filatov and a colleague reviewing stills from a popular 


film on the eyes 


Phis was a subject we pressed hard with the Soviet doctors and 
administrators and one over which at higher levels they were 
extremely sensitive. The likely reasons that occurred to me, but 
which were not volunteered, were the magnitude and difficulty of 
the task of collecting information in such a vast and various 
country and of training the civil service to think in statistical 
terms; the disturbed state of much of the country during the 
civil wars, collectivisation and the world war; and the gross 
nature of many of the problems with which they are dealing 
Though their method of giving statistics as percentage improve 
ments or shortfalls of a target leads to immense enthusiasm and 
industry, it would seem to be the cause of a noticeable over- 
confidence in and superficial‘ty of criticism of the pronounce- 
ments of “ great men” and the work being done abroad 

That the achievements are remarkable is there for all to see, 
but it must remain a matter of regret for the future that this 
unique revolution in a nation’s health does not seem to have been 
fully documented. 
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BOOKS 


‘THe HeALTH OF THE ELperRLY At Home, 
William Hobson and John 
Pemberton. jutterworth & Co. 
Ltd. 1955. Pp. 2 Price 30s. 
The maintenance of good health 
among the elderly, and especially those 
at home, is to-day a most important fac- 
tor in the health of the community at 
large 


by 


Q 
2 
40 


This book by Hobson and Pemberton 


is the report of a survey of a group of 


elderly persons living at home in Shef- 
field. The authors set out to present a 
medical, social and dietary study of a 
group of elderly people and are to be 
congratulated preserving a nice 
balance between these aspects. Although 
they careful to point that the 
studied are too small to make 
entirely yet the 
material presented is given in a precise 
and critical way which gives considerable 
weight to their findings. 

The results of findings are well 
reported and amply illustrated with case 
notes and tables. 

It is significant that the authors have 
devoted chapters to such subjects 
“Quantitative Assessments of Physical 
Disablement’, ‘“‘Employment, Retire- 
ment and Health” and ‘‘Knowledge and 
Use of Social Services’, each of which is 
useful and important in considering the 
subject of health of elderly persons. 

Among the medical subjects, the 
findings in connection with cardiovascu- 
lar (including cerebrovascular) disease 
and high blood pressure are interesting 
and instructive. 


on 
are out 
numbers 


result conclusive, 


as 


The book, which is obviously the result 
of careful and detailed work, is informa- 
as well as factual. It should be of 
value not only to members of the medical 
but to all others who are 
interested in the well-being of elderly 
people 


tive 


prolession, 


Marjory W. WARREN. 


CANCER AND ALLIED Diseases, by Ronald 
W. RAVEN Duckworth’s Modern 
Health 1955. Pp. 121. 


Price 8s 


Series. 
6d 


There is no doubt that the public are 
becoming more and more interested in 
the subject of cancer. This interest is not 
a mere morbid curiosity, but a desire to 
learn something about the nature of the 
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disease, and to face up to the facts. There 
are very few books on the subject written 
for the laity, and Dr. Raven’s book will 
help to fill this gap. In the words of the 
late Lord Horder, who acted as general 
editor to the Modern Health Series in 
which this book takes its place, it is 
written “‘to give precise, authoritative 
information ;... in short, to tell the truth 
about disease as it has never been told to 
the general public in print before” 

The author has given three pages of 
glossary, which the lay reader will find 
very necessary, as the book tends to be a 
little technical in places. Indeed, it 
might be very useful for nurses and even 
for medical students in their first year. 
It is extremely well written, but for 
middle-aged people who have not had 
the advantage of any biological or 
scientific training, it may prove to be 
rather ‘‘stiff” reading. 

There is no doubt that the perusal of 
this book will bring about the fulfilment 
of the author’s hope, in his preface, ‘‘the 
substitution of intelligence concerning 
certain aspects of our mutual problem 
and a degree of reasonable optimism, in 
place of the ignorance, fear and pes- 
simism which may beset so many people 
today”. 

MALCOLM DoNALDSON. 


SIGMUND Freup; LirE AND Work. 
Vol. 2, Years of Maturity, by 
Ernest Jones. (Hogarth Press. 1955. 
Pp. 534- Price 308. 

In one of the earlier editorial works of 
Dr. Ernest Jones there is an article which 
somewhat pontifically lays bare the 
sexual drives behind the  engineer’s 
choice of engineering, the milkman’s 
choice of a milk round, and the postman’s 
selection of a task which enables him to 
put things through holes in doors. By the 
same token, we know that the doctor 
takes up healing to compensate for his 
sadistic fantasies in early childhood ; so, 
what of the psycho-analyst ? The psycho- 
analyst not only takes up healing; he 
interprets his psychic excavations in only 
sexual terms. But analysts are notoriously 
one-way communicators and while we 
may read of how this or that poet or pro- 
phet is propelled by this or that sexual 
motivation, the analysts are coy about 





their own deep drives both in and out of 
the consulting room. Two-way com- 
munication, said Freud, would spoil the 
transference from patient to therapist ; 
but Freud was a very secretive indi- 
vidual, and this may account for the 
rejection of two-way communication in 
depth psychology. Besides, it feeds the 
omnipotent sense when we play god ; 
and it is hard to expose our greeds, our 
cruelties,, and our perversions to our 
brother that he may be comforted in the 
sure knowledge that “tno man is an 
island”’, that we are akin in our common 
frailty. 

In this absorbing volume Ernest Jones 
not only traces the growth of the ana- 
lytic movement and explains some of the 
theory, but he also answers in delicate 
terms what tended to make Freud the 
founder of psycho-analysis. It is a diffi- 
cult task, for Jones on the one hand writes 
like one who free-will of 
Freud’s absolute integrity, courage and 
honesty then, on the other, writes as a 
psychological determinist of Freud’s 
unconscious drives. Jones makes of 
Freud a great man, although there is 
no room in the universe of psychological 
determinism for great men, but only 
for causally determined behaviour 
Integrity, courage, honesty, friendship 
in psycho-analytical terminology these 
are not qualities which a man freely 
expresses ; why, then, set them up in 
Freud’s case as virtues when, in the Case 
of a cleverly analysed poet or prophet, 
they are compulsive or obsessive manifes- 
tations of compensation for this or that 
sexualised fear and hate? 

Jones, I think, glosses over the uncon- 
scious reasons why Freud had such a 
strong compulsion to open the wounds 
concealed in his unconscious. Freud’s 
excessive pre-marital and marital 
jealousy inevitably point to a very unsure 
person whose conscious aim was to love 
a woman greatly but whose unconscious 
goal was to love a man; 
out by Freud’s later tendency to prefer 
the company of masculine women and by 


believes in 


this is borne 


his relations with some of his colleagues 
in the psycho-analytical movement, 
Ernest Jones mentions quite often 
Freud’s passion to get at the truth, and 
says that was his dominant motive ; in 
another text one could call this search 
for truth obsessive and, to follow Freud’s 
own theory, point out that search for 
truth is inevitably allied to sexual 
curiosity. The “‘super courage” required 
for a search for truth such as Freud 
carried out was derived, Jones remarks, 
from Freud’s supreme confidence in his 


mother’s love. Perhaps a later bio- 
grapher might point out that inner guilt 
may be a prime force in truth seeking 
and, strange though it may seem, in 
moral progress. 

Jones, I think, is in difficulties through 
trying to explain Freud in terms of the 
narrow Freudian sexual 
theory. If Freud is to be explained in 
terms of his own theories there is little 
point in saying anything about Freud, 
especially if the biographer’s motives 
have to be explained in terms of the 
same theory. 

In the final volume Jones may 
apply scrupulously the cold scalpel of 
the analytic method to his Master. 
But, though I have a large admiration for 


confines of 


Jones’ present task and performance, 


here is one who will have small sym- 
pathy for the analysis, for, not only do I 
feel that psycho-analytical theory while 
true is not the whole truth, but, too, | 
have a profound regard for the Creative 
Genius manifested in the man Freud. 

J. J. Gicvespre, 


CLINICAL PAPERS AND Essays ON Psycuo- 
ANALYsIs by Karl Abraham (The 
Hogarth Press. 1955. Pp. 336 
Price 25s. 

Within recent years, Abraham’s impor- 
tance as one of the seminal theoreticians 
in the psycho-analytic movement has 
been increasingly recognised. He was, as 


Jones puts it, “‘the most mature” of the 


first disciples. One could add, also, the 
most closely identified with Freud in his 
interests (as disclosed in this volume 
the most faithful exponent of hi 

trine. 


and 
doc- 
His loyalty is best shown in the 
polemical article on Jung, in which he 
trenchantly berates the heretic for “‘his 
destructive and reactionary tendencies”’ 
at a time when Jung still believed himself 
to be indulging in “‘modest and moder- 
ate criticism,” was denying his schismati« 
drift, and was referring, perhaps for the 
last time, to his ‘“‘revered master”. No 
one, says the great Freudian, will see in 
this radical rejection of Jung’s ideas ‘‘a 
rigid adherence to a narrow partisan- 
ship” and it is manifestly not this. The 
whole character of his thinking resembles 
that of Freud to a degree unmatched in 
any other follower 

This volume contains the occasional 
article, the “remnants” of a most original 
mind. Most of the ‘“‘bargains’’ have 
already been snapped up by the first 
volume, so that although it does not live 


up to the claim of an “indispensable 








psycho-analytic classic” that Jones makes 
for it, it is undoubtedly a delightful bed- 
side book for the psycho-analytically 
minded reader 

E. J. ANTHONY. 


BEDWETTING by Portia Holman. (Delisle 
Ltd. 1954. Pp. 40. Price 5s.) 


This little book gives a lucid and well 
balanced account of the causes of bed- 
wetting, and indicates the lines along 
which treatment may be directed in the 
light of present knowledge. The section 
which describes how normal bladder con- 
trol is achieved is particularly helpful. 

The publishers state on the dust cover 
that the book will be invaluable to doc- 
tors, psychiatric social workers, health 
visitors, midwives and nurses and that it 
can also be read by parents who are not 
professionally concerned, as Dr. Holman 
has provided a helpful glossary of medical 
and technical terms. I think that doctors, 
unless they have hitherto taken no 
interest in this subject, will not find much 
that is new to them, and that only a few 
well selected parents will be able to relate 
the general exposition of the subject to 
their own child’s problem. This is not to 
say that the book does not adequately fill 
a need. It should be very helpful to public 
health nurses, foster parents, boarding- 
out officers and other social workers who 


see a number of children in whom bed- 
wetting may be the most troublesome 
behaviour problem. It should enable 


them to understand why so many child- 
ren with different backgrounds and diffi- 
culties share this common and distressing 
symptom 

To foster parents and house mothers 
and fathers in particular, it should make 
clear that they themselves are the people 
who can do most to help the child, by 
really accepting him and giving him that 
love and security which can give him his 
chance to overcome his handicap. 

It might have been better if the glos- 
sary (which defines such simple words as 
respiration) had been omitted and the 
simpler terms used in the text, or inserted 
by way of explanation 

Anyone who is seeking a sound though 
brief account of the causation and man- 
agement of enuresis will find in this 


56 





volume a simple, comprehensive and 
unbiased approach to the subject. 
MiriAM FLORENTIN 


Goop Steep WirHout Druas, by Wilfrid 


Hill. (Woodlands Court, Withdean 
Road, Brighton 6. Pp. 23. Price 
as. 6d. Obtainable from the 


author.) 


The author of this pamphlet is a 
manufacturing chemist who, despite his 
eighty-eight years, is vigorous and 
active and still copes with the busy daily 
routine. He has drawn attention to the 
evil effects of mass addiction to barbi- 
turates, and although one would chal- 
lenge several of his statements concerning 
the pharmacology of these drugs, it 
cannot be denied that it is not a satis- 
factory state of affairs that ten per cent of 
all drugs prescribed in Britain should be 
sleeping pills or tablets. The remedy, 
says the author, is to concentrate upon 
natural methods of inducing sleep. The 
methods he advocates are relaxation, 
which is described at some length, the 
principles elucidated being on fairly 
orthodox lines. Less orthodox remedies 
are the use of herbs such as lime blossom 
tea to which is added a substance called 
sculcap-—“‘not more than will go on a 
penny’. Another rather peculiar remedy 
is malted milk made up with olive oil. 
Of a range of remedies which might be 
called physiotherapeutic, there is a 
method of keeping the head cool by 
wearing a shield which can be filled with 
blue-tinted water. Then there an 
electrical Cyclops, an illuminated hyp- 
notic eye if this should prove 
elaborate, we have a sleep maze diagram. 
Mr. Hill also feels that star-gazing before 
retiring helpful, and his personal 
experience finds a place for breathing in 
through the left nostril and out through 
the right nostril. 

The trouble with all works of this 
nature that they are didactic and 
always revert to the age of “‘regimen’’. 
The text is liberally sprinkled with italics 
and bold capitals used as a device to 
emphasise and attract certain points. 
There is no doubt that the whole subject 
could treated 
simply. 


is 


or, too 


18 


18 


have been much more 


A. J. DALZELL-Warp 








FOOD HYGIENE 


Your guide to the 
Food Regulations 1955 


A simplified illustrated version of the Food Hygiene 
Regulations, 1955 (Statutory Instrument 1906) 

§ » "309 ) god); 
prepared for distribution to shop managers and food 
traders generally. 

Price: 4s. per dozen* 
* The following discounts are allowed to subscribers 


to C.C.H.E.: 20% per 100, 25% per 1,000, 30% 


per 5,000 


Now, please, wash your hands 


Metal notices 5? in. x 44 in., with white lettering on 


red, for display in lavatories used by food handlers, 


Price: 4s. per } doz, 
7s. gd. per 4 doz, 


15s. per dozen 
Special quotations for bulk orders, 
THE CENTRAL COUNCIL FOR HEALTH EDUCATION 


Tavistock House, Tavistock Square, London, W.C.1 
EUSton 3341 
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